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Introduction to the portfolio
This portfolio contains a selection of work completed during the Doctorate of 
Psychology (PsychD) clinical training course.
Volume I contains (i) the academic dossier, consisting of two essays, three 
problem-based learning accounts and two case discussion group process 
account summaries; (ii) the clinical dossier, containing summaries of the five 
placements, four case report summaries and a summary of the oral 
presentation of clinical activity; (iii) the research dossier, comprising the 
research logbook, the service related research project completed in Year 1, 
an abstract of the qualitative research project completed in Year 2 and the 
major research project, completed in Year 3.
Volume II contains (i) the academic dossier, comprising the two case 
discussion group process accounts in full; (ii) clinical dossier containing the 
four case reports and documentation accompanying the oral presentation of 
clinical activity and placement contracts, evaluation forms, logbooks and 
trainee feedback forms. Due to the confidential nature of the clinical material, 
this volume will be kept within the Clinical Psychology department of the 
University of Surrey.
The work presented in this portfolio reflects the range of client groups, 
presenting problems and psychological approaches covered during the 
course. Within each dossier, the work is presented in the order in which is 
was completed to illustrate the development of clinical, academic and 
research skills during the period training.
Identifying details have been changed or removed in this portfolio in order to 
maintain confidentiality and anonymity.
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No part of this portfolio may be reproduced without permission of the author, 
except for legitimate academic purposes. ©Anna Tickle
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Adult Mental Health Essay
Psychological investigation into paranoia and persecutory delusions 
has gained exciting impetus during recent years. Research has generated a 
better understanding of the formation and maintenance of persecutory 
delusions, which has had significant clinical implications. This essay seeks to 
critically evaluate the literature on paranoid and persecutory ideas, with focus 
on persecutory delusions. It will then use the available theory as a basis for 
discussion of how clinical psychologists might work with people who 
experience such ideas. Discussion will be illustrated with examples of clinical 
experience, which have stimulated my curiosity in the field. Because 
persecutory delusions are seen across psychiatric diagnoses, particular 
diagnoses will not be discussed. This is consistent with contemporary theories 
of paranoia (Chadwick et. al., 1996). As full consideration of different 
theoretical models is beyond the scope of the current essay, the focus will be 
on cognitive and behavioural approaches.
Much of the research into delusions has been cognitive. Bentall (1996) 
argues that the cognitive approach should be at the centre of research into 
psychopathology for four reasons: It leads to testable hypotheses; it supports 
the view of a continuum of behaviour rather than dichotomies; it can 
potentially explain apparently bizarre behaviour; and it is neutral regarding the 
role of biology and the environment in the aetiology of disorders. Bentall 
points out that the latter may also be a weakness, and that findings must also 
be explained by other approaches to be fully supported. However, the 
cognitive approach is felt to offer a useful conceptual framework within which 
to develop understanding about delusions (Chadwick et. a!., 1996).
As a foundation, it is necessary to consider the meanings of the term 
paranoia. Paranoia and its associated disorders were subsumed by 
schizophrenia early in the twentieth century (Munro, 1999). The term 
‘paranoid’ became a layperson’s expression for feelings of persecution or 
suspiciousness without psychiatric illness (Bentall & Taylor, 2006). This 
popular understanding of paranoia has recently received increased attention. 
Paranoia is a common experience in nonclinical samples (Ellett et. a/., 2003). 
This year, the BBC reported results of a study (Freeman et. a!., 2005) which 
found that paranoia and suspicion are common among the British population 
(BBC, 2006). Such findings have led to The Institute of Psychiatry launching a
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website for those who experience ‘paranoid thoughts’ 
(www.paranoidthoughts.com), and the publication of a self-help guide using 
cognitive behavioural techniques (Freeman et at, 2006).
Paranoid ideas are the most common type of delusion reported 
(Randall et al., 2003), a finding for which there is cross-cultural support (Lee 
et al., 2004). Today, both DSM-IV (Frances et at, 1995) and ICD-10 (World 
Health Organisation, 1994) include a diagnosis of ‘delusional disorder’, which 
Manschreck (1996, p.32) describes as ‘the contemporary conceptualisation of 
paranoia’. Delusional disorder is characterised by nonbizarre delusions, 
involving situations that occur in real life, of at least 1 month’s duration 
(Frances et at, 1995). Although both DSM-IV and ICD-10 specify seven 
subtypes of delusional disorder, this essay considers only one: persecutory 
(For discussion of other subtypes, see Munro, 1999). This subtype requires 
the predominant delusional theme to be that of malevolent treatment towards 
the individual or somebody close to them (DSM-IV).
Freeman and Garety (2004) question the consistency of research, 
which may have studied paranoia in its broader sense, rather than specific 
persecutory delusions. Appelbaum et at (1999) found that seventy-nine per 
cent of their participants fell into more than one category of delusions in the 
content-based typology. Bentall (1996a) criticises the use of diagnostic 
categories in research on the grounds of unreliability and frequent 
comorbidity. Freeman and Garety call for the development of new 
methodologies, to differentiate between unfounded paranoid ideation and 
genuine persecutory events. Such distinctions may not have been made 
previously. These issues stress the importance of interpreting research to 
date with some caution, as well as indicating areas for improvement in future 
research.
The cognitive approach has provided substantial support for the view of 
a continuum between normal experience and psychotic experience. 
Dimensional views have become prominent (e.g. Bentall, 2003), asserting that 
key dimensions determine an individual’s position on a continuum 
(Manschreck & Khan, 2006). Such dimensions may include the degree of 
belief conviction or extent of preoccupation (Chadwick and Lowe, 1990).
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The Formation of Delusions
Freeman et al. (2002) present a cognitive model of the formation of 
delusions, presented in Figure 1. This model vyill form the basis of the present 
discussion, with close attention being paid to anomalous experiences, 
cognitive (specifically attributional) biases, and the role of emotion.
EMOTION: BELIEFS
ABOUT THE SELF, 
OTHERS, AND THE
WORLD
PRECIPITANT
ANOMALOUS
EXPERIENCES/
-►  < -
AROUSAL
MEANING
1
SELECTION OF AN 
EXPLANATION 
(mediated by beliefs about 
illness, social factors, and 
belief flexibility)
THE THREAT BELIEF
COGNITIVE BIASES
ASSOCIATED WITH 
PSYCHOSIS
A SEARCH FOR
Figure 1 Summary of the formation of a persecutory delusion (Freeman at a/.,
2002).
Delusions as an Explanation for Anomalous Experience
11
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One hypothesis regarding delusions is that they function as a response 
to anomalous experience. Anomalous experiences may occur due to a range 
of factors, including difficulties in sensory and perceptual functions as a result 
of disturbances in attention processes (Maher & Ross, 1994). The individual 
seeks to explain the experience, but the correct explanation is not available 
and thus a delusional explanation is developed. This serves to reduce the 
distress or confusion caused by the original experience, which provides relief. 
It is this relief that maintains the delusional belief and makes the individual 
reluctant to give up the belief, even if presented with strong evidence to the 
contrary.
This theory alone does not offer a coherent account of how a 
delusional explanation is arrived at. It is hypothesised that the reasoning of 
the delusional patient is intact and that delusions are formed via processes 
that are used to form non-delusional explanations of events (Maher & Ross, 
1984). It falls short of explaining why a non-delusional explanation is not 
available, or why some individuals reach non-delusional explanations using 
the same processes. The theory neglects the mechanisms that lead to 
acceptance of a delusional explanation. It also fails to account for potentially 
important variables such as emotion.
This is not to dispute that a likely function of delusions is to provide 
explanations and reduce distress in individuals following unfamiliar 
experiences. Because of the important role that this function may play, it has 
been incorporated in the model proposed by Freeman et. al. (2002). Here, the 
role of anomalous experience is not considered to be independent, but to be 
mediated by other factors. In line with current understanding, it seems that 
anomalous experiences are perhaps necessary but, in isolation, are not 
sufficient to explain the phenomenon of persecutory delusions.
Cognitive Biases Associated with Psychosis
Several cognitive biases and deficits have been implicated in the 
formation and maintenance of delusions (Garety et. al., 2005). These include 
attributional bias (e.g. Diez-Alegria et. al., 2006), attentional and memory bias 
(e.g. Taylor & John, 2004), Theory of Mind (e.g. Randall et. al., 2003), and 
reasoning bias (e.g. Garety & Hemsley, 1997). The present discussion will
12
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focus on attributional style, because it has been subject to intensive, if not 
conclusive, research.
Attributional Style
There has been much emphasis on attributional style (e.g. Bentall & 
Kaney, 2005), but debate remains regarding attributional theories of 
persecutory delusions (Humphreys & Barrowclough, 2006). People frequently 
use a self-serving bias when making attributions, by which they attribute 
positive outcomes to themselves and negative outcomes to others. One 
proposed function of such biases is to protect self-esteem (Blackwood et at, 
2001). A contemporary hypothesis of attributional style is based on the view 
of different representations of ‘self, including ‘actual’ self (the way one 
perceives the self in reality) and ‘ideal’ self (the way one would ideally view 
the self) (e.g. Bentall 2003). The self-serving bias reduces discrepancies 
between the actual and ideal selves, which in turn increases self-esteem. This 
bias has been found to be exaggerated in people with paranoia (Bentall,
2003).
It would follow that individuals with paranoia who demonstrate an 
exaggerated self-serving bias would also demonstrate high self-esteem. 
Findings regarding self-esteem and paranoia have been inconsistent, some 
reporting high self-esteem and others reporting low self-esteem (Bentall & 
Swarbrick, 2003). Fowler (2000) argues that the lack of evidence of loss of 
self-esteem following remission of persecutory delusions opposes the 
assertion that delusion is a defence. Instead, he believes that persecutory 
delusions reflect pre-existing negative beliefs about self and others. Bentall 
and Kaney (2005) suggest that their findings of high self-esteem may not be a 
necessary consequence of paranoia. Rather, short-term lability in attributional 
style may at times make a tendency towards external attributions for negative 
events insufficient to compensate for negative self-schemas.
Those with persecutory delusions tend to make external-personal 
attributions for negative events, blaming other people, rather than themselves 
or situational factors (Randall et at, 2003). However, recent findings have 
suggested this personalising bias may be an unspecific characteristic, in that
13
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it is present in depression also, which varies with the degree of severity (Diez- 
Alegria et at, 2006).
Attributional research has generally been limited to questionnaire- 
based approaches (Lee et at, 2004). Blackwood et at (2001) discuss 
problems assessing self-esteem and Bentall (2003) identifies assumptions 
that both self-esteem and attributional style are stable traits. Bentall et at 
(2001) recognise that attributions and self-representations relate to each 
other, and to symptoms, in a dynamic, cyclical way. They present the 
Attribution -  Self-Representation Cycle model (ASRC) (Bentall, 2001, cited 
Bentall et at 2001), shown in Figure 2. It assumes that the search for 
explanations begins with currently available self-representations (Bentall et 
at, 2001). If a suitable explanation is found by examining self-representations, 
the attribution will be internal. If not, the search will continue and may result in 
an external attribution. The ASRC allows nonlinear changes in self-esteem 
and attributions overtime (Bentall et at, 2001).
Recent research has not supported the attributional theory, and 
suggests that the self-serving bias may not be a symptom-specific feature of 
persecutory delusions (Humphreys & Barrowclough, 2006). It is suggested 
that the self-serving bias plays a functional role as a defensive coping strategy 
in response to paranoid delusions and their association with low self-esteem.
Future studies must aim to overcome limitations of their predecessors, 
and further investigate specific relationships between elements of the existing 
model, and also elements not included. The ASRC shares some overlap with 
Freeman et a/.’s (2002) wider model of the formation of persecutory delusion, 
but perhaps lacks emphasis on the role that emotion may play in the 
formation of delusions. The non-linear nature of the ARSC is likely to suit 
lability in dimensions of symptomatology through the course of an illness. 
Overall, it provides an important contribution to, but not a comprehensive 
explanation of, paranoid beliefs.
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MATERIAL REDACTED AT REQUEST OF UNIVERSITY
The Role of Emotion
The contribution of emotion to psychosis is increasingly recognised 
(Smith et at, 2006). Anxiety has been found to contribute to both the 
formation and maintenance of delusions (Freeman et at, 2002). Startup et 
at (In Press) found significant levels of worry among individuals with 
persecutory delusions. They also found that increased anxiety, worry and 
catastrophising were associated with increased levels of both delusion 
distress (amount and intensity) and delusion persistence. Replication of these
15
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findings may lead to interventions that address worry as a central concept. 
Garety et al. (2005) found that anxiety, but not depression, contributed to 
severity of belief conviction, independent of cognitive reasoning biases. There 
is a growing body of evidence that implicates anxiety in persecutory 
delusions, and suggests that cognitive-behavioural techniques will need to 
adapt in order to address this.
Smith et al. (2006) offer evidence that individuals with higher levels of 
depression, lower self-esteem and more negative self-evaluations 
experienced greater pre-occupation and distress related to persecutory 
delusions. There is a need to further develop the understanding of the 
mechanisms that relate negative evaluative beliefs to psychosis. However, as 
in the case of anxiety, the implications are that mood, self-esteem and 
negative evaluative beliefs should be considered when developing 
interventions for psychosis.
Understanding the distress associated with delusions within a 
framework of cognition and emotion suggests that such distress can be 
addressed through basic cognitive and behavioural techniques (Startup et at, 
In Press). However, there have been some surprising findings. For example. 
Combs et al. (2006) found that individuals with persecutory delusions, rather 
than increased sensitivity to emotional stimuli, may have deficits in emotion 
perception. There is much work to be done to increase understanding of how 
different emotions influence paranoid thoughts and associated distress. There 
needs to be focused investigation of relationships between specific 
dimensions and affect, for example power of the persecutor (Green et at, 
2006). Future research may also benefit from exploring cyclical relationships 
in which paranoid thoughts and distress influence emotional perception.
Two Types of Paranoia
Freeman et at (2002) do not explicitly incorporate the possibility of two 
types of paranoia, although it could be considered within their framework. 
Trower and Chadwick (1995) proposed that there might be two types of 
paranoia. ‘Persecutory’, or ‘poor me’ paranoia, is characterised by beliefs that 
persecution is undeserved, and a tendency to blame others. ‘Punishment’, or 
‘bad me’ paranoia, is characterised by activated negative self-schemas and
16
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beliefs that persecution is deserved. Although this original theory proposed 
that individuals would demonstrate only one type of paranoia, more recent 
evidence suggests that perceived deservedness is not a stable, and that 
individuals can change between the two types over time (Melo et at, 2006). 
Theoretically, the understanding of the two types of paranoia needs to be 
further developed. However, phenomenological evidence for two types has 
important implications for clinical practice (Chadwick et at, 2005). It is for this 
reason that the theory deserves consideration in any discussion about 
persecutory ideas.
Summary
A characteristic of psychosis is heterogeneity (Fowler, 2000). A 
complex interaction of factors are likely to be involved in the formation and 
maintenance of persecutory delusions, which may have different meaning and 
functions for different individuals. This multi-factorial account of persecutory 
delusions is essential to consider when working with individuals who have 
such experiences.
Working with Persecutory Delusions
Kuipers et al. (2006) refer to the evidence base for cognitive-behaviour 
therapy for positive symptoms of psychosis. There have been a number of 
randomised controlled trials, and the National Institute of Clinical Excellence 
guidelines recommend at least ten sessions of CBT over at least six months 
for those with persistent positive symptoms of psychosis (NICE, cited Kuipers 
et at, 2006). Manualised treatments have been produced (e.g. Chadwick et 
at, 1997; Fowler et at, 1995). However, because treatment is still being 
developed in light of new research, specific techniques will not be reviewed 
here. Instead, focus will be on more general aspects of work with individuals 
with persecutory delusions. This is framed within the ‘core skills' of a clinical 
psychologist (Division of Clinical Psychology, 2001), namely: assessment; 
formulation; intervention; and evaluation.
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Assessment
Assessment is fundamental to therapy, in order to provide the therapist 
with information about the client’s perception of his or her difficulties, relevant 
historical information, and to gauge the client’s motivation and ability to 
engage in specific types of treatment. The assessment process may use 
psychometric tests, systematic observation and measurement of behaviour, 
self-monitoring strategies and both formal and informal interviews with clients 
and carers (Division of Clinical Psychology, 2001).
Tools to measure persecutory ideation are scarce. The Psychotic 
Symptom Rating Scales (Haddock et at, 1999) was developed to account for 
the multi-dimensional nature of hallucinations and delusions. It may be useful 
for assessment and formulation of symptoms in clinical work, as well as 
measuring outcomes on the various dimensions, though its clinical benefits 
are yet to be established. McKay et at (2006) developed the Persecutory 
Ideation Questionnaire, but this was for research purposes rather than clinical 
assessment. If appropriate measures are available, they should be used to 
complement the assessment process. Aside from tools to measure delusions 
in isolation, there is a strong argument for measuring related those factors 
known to contribute to their formation and maintenance. For example. Startup 
et a/.(In press) highlight the need to routinely assess worry, because of its 
association with distress. Finally, the British Psychological Society (2000) 
suggest that tests of memory and concentration may be beneficial in planning 
appropriate individualised interventions.
The clinician should not simply assume beliefs to be false. Maher and 
Ross (1984) highlight that most therapists are unable to check for conclusive 
confirmatory or disconfirmatory evidence. On the other hand, it is important to 
caution against feelings that beliefs are not delusional because of a cultural 
context. I have experienced this in relation to an individual who believed his 
knowledge of a conspiracy theory could change history forever. Because he 
and two other men had spent years working to prove this theory, his 
Community Psychiatric Nurse believed that his belief was not delusional, but 
appropriate within his ‘sub-culture’. Further details were not gathered, and 
treatment was restricted to depression. Had further information been gathered 
earlier, it would have become clear that some of his beliefs were
18
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incontrovertibly false, and he may have been able to access appropriate 
treatment earlier. Instead, he experienced increasing distress for several 
months before being formally detained. It is important to exercise caution in 
determining the validity or falsity of beliefs.
The assessment may benefit from distinguishing between persecutory 
and punishment paranoia. Chadwick et al. (1996) suggest that it is easier to 
engage an individual and isolate delusional beliefs in cases of punishment 
paranoia, because negative self-evaluations are conscious. This may be more 
difficult in persecutory paranoia, where this is not always the case. 
Distinguishing between the two types at initial assessment may guide the 
intervention, though it is also important that clinicians consider the possibility 
of oscillation between the two positions across time.
Risk assessment
Persecutory delusions are the type of delusion most likely to be acted 
upon, though violent behaviour associated with delusions is uncommon 
(Wessely et at, 1993). Acting on delusions has been associated with 
awareness of evidence which supports the belief, reducing belief conviction 
when the belief was challenged, and with feeling sad, frightened or anxious as 
a consequence of beliefs (Buchanan et at, 1993). Fialko et at (2006). found 
emotional dysfunction to be the primary risk factor for suicidal thinking. It is 
important that risk assessment targets emotional difficulties in order to identify 
and address factors that may increase suicidal ideation or action. It is my 
experience that once completed, risk assessments are not frequently 
updated. In addition, assessing risk is meaningless if sufficient plans are not 
implemented to address risk. It is vital that clinical psychologists consider risk 
to be dynamic as therapy progresses and, with the required sensitivity, 
monitor risk closely.
Formulation
Freeman and Garety (2006) emphasise the need to develop a case 
formulation. It is suggested that the formulation will be shared with the client, 
although sometimes only partially. Freeman and Garety provide no 
explanation for why some clients may be privy to only part of their formulation,
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and this seems to oppose their description of the benefits of formulation as 
being a “full description of the patient’s subjective experiences is made, which 
is empathie, normalising, makes the experiences understandable and does 
not treat the patient as if they were ‘mad’; it enables patients to revisit their 
decision-making processes with the benefit of time and new information; it can 
provide an alternative non-delusional account of experiences; and it identifies 
targets oftherap/ (p. 412).
It is difficult to understand why a clinical psychologist would choose not 
to share a formulation with a client in its entirety. This is perhaps particularly 
true of individuals who have difficulties that may have been contributed to by 
perceptual, attentional, or attributional biases. Practitioners should develop 
formulations in a way that allows them to be shared fully, though of course 
sensitively. If one purpose of formulation is to lead to individualised treatment, 
then it is fundamental that the client is aware of every aspect of the 
formulation, in order to understand the purpose of each aspect of intervention.
Caution is required regarding the perceived benefits of formulation, 
which include increased understanding of the problem, individualised 
treatment, and better outcomes (Bieling & Kuyken 2003). Yet evidence for the 
benefits of formulation is poor. There has been little research to evaluate 
formulations. Chadwick et al. (2003) investigated the hypotheses that case 
formulation improves therapeutic alliance and reduces distress for the 
patients. This was a small, preliminary investigation, but they found no 
evidence for either hypothesis. It is possible that formulation had other, 
unmeasured, benefits and it is clear that further research is needed in this 
field. One interesting finding was that therapists found formulation to be a 
validating experience. This suggests that a clinical psychologist should guard 
against assuming that formulation has direct benefits for clients, simply based 
on their own positive feelings about the process.
This is not to suggest that formulation should not be used, rather that 
clinical psychologists should aim to improve the practice through clinical 
experience and evaluation. Hagan and Donnison (1999), for example, argue 
that formulations that ignore the social context of client’s problems and fail to 
account for power relations make assumptions about what is possible for the 
client. They outline perspectives about how CBT can incorporate discussion
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about social inequalities. This is one example of how the impact of case 
formulation may be increased, by more closely addressing the social context 
of the client. In terms of time-scale, Kuipers ef. a i (2006) suggest that it may 
take five or six sessions to conduct a thorough assessment and collaborate to 
produce a formulation with the client. The process of assessment and 
formulation should provide the opportunity to develop a sense of a shared 
task contributes to positive outcome in cognitive-behavioural therapy for 
psychosis (McGowan et at 2005).
Therapeutic Alliance
There are several potential barriers to a strong therapeutic alliance, 
that any clinical psychologist must consider when working with individuals 
who have persecutory delusions.
In general, it is important to recognise that individuals are likely to have 
difficulty trusting. One barrier to the therapeutic alliance is that the therapist 
can become incorporated into the delusional belief system. I have witnessed 
how easily an individual with paranoid thoughts can come to believe that 
professionals are conspiring against him or her. A patient who I worked 
closely with in an Acute Day Treatment Unit arrived in a distressed state. 
Following review by the psychiatrist, the client was given a prescription. At the 
pharmacy, he noticed the word ‘Nocte’, meaning ‘At night' written on the 
prescription. He became very angry, believing that this was a code to the 
pharmacist to only provide a placebo. This is one example of how clear 
explanation, and the use of plain English, could have prevented distress. 
Chadwick et ai (2006) feel that discussion about the meaning of delusions 
involving therapists should be encouraged, and that feelings of vulnerability 
around sessions should be acknowledged.
Chadwick et a i (1996) discuss possible barriers to the therapeutic 
alliance within persecutory, or ‘poor me’ paranoia. Clients may demand the 
therapist to say whether they believe their story and expect to be 
misunderstood or mistreated. This can create conflict and it is suggested that 
treatment may not progress beyond the assessment stage. I can imagine that 
this suggestion could impact on my feelings towards treating an individual 
who demonstrated similar characteristics. I may be tempted to reduce my
21
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positive expectations before treatment had begun. However, I would hope that 
I would be able to creatively respond to such challenges, and adapt the 
intervention to suit the individual’s needs. Also, in light of the possible lability 
between the two types of paranoia, it is possible that a client may change their 
approach towards therapy across the course of treatment.
Clinical psychologists must be aware of their own thoughts and beliefs, 
which could influence the therapeutic alliance. In the initial stages of therapy, 
therapists often feel anxious, may experience negative automatic thoughts 
about incompetence, and may strive to meet their own needs (Chadwick, 
2006). In order to protect the therapeutic alliance, it is important that regular 
supervision allows such difficulties to be acknowledged and addressed, in 
order to benefit the client.
Intervention
Cognitive-behavioural therapy for delusions should be expected to 
consist of weekly sessions for at least six months (Freeman & Garety, 2006). 
Given the multidimensional nature of persecutory delusions, therapy could 
take a variety of directions for the individual.
Sessions may need to be adapted in light of cognitive deficits (Kuipers 
et. al., 2006), or possible side effects of neuroleptic medication, such as poor 
concentration or memory. It is important to seek feedback regarding session 
length and content, in order to adapt to the needs of the individual. McGowan 
et. al. (2005) identified factors that contribute to the outcome of cognitive- 
behaviour therapy for psychosis. These include continuity in therapy and 
remembering and understanding therapy, so that change can be 
operationalised clearly. It is possible that visual aids used during and between 
therapy may increase recall and understanding of therapy. However, it may 
be necessary to introduce such material carefully. My experience of facilitating 
a group for individuals who hear voices illustrated that some people feel 
unable to keep written records because of their paranoid beliefs. They may 
feel that written material will be used against them, and it is vital that tasks 
enhance therapy, rather than induce increased anxiety.
It is possible that powerful emotional investment in the delusional belief 
may prevent progress in treatment, even after new understandings exit.
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McGowan et al. (2005) suggest that the emphasis of therapy should not be 
the developing of new understandings, but rather the ability to discard the old 
believe once an alternative understanding exists. This is a change in 
emphasis from other approaches, which have tended to assume that 
developing new understandings will result in progress.
An essential part of therapy is consideration of relapse prevention. This 
will involve identifying likely vulnerabilities and early warning signs (Freeman 
& Garety, 2006) and planning strategies to promote the individual seeking 
support as early as possible in the event of relapse. If therapy draws to a 
close, it may be beneficial to involve other professionals in relapse prevention 
planning. This may be the G.P. or other members of a multi-disciplinary team, 
such as a care co-ordinator.
Multi-Disciplinary Working
CBT should be part of a multi-modal treatment, which may include anti­
psychotic medication, community treatment, rehabilitation, supported 
employment and family intervention (Freeman & Garety, 2006). Close work 
with other professionals may provide clinical psychologists with a better 
understanding of the client's social behaviour outside the clinical setting. 
Although social behaviours have been neglected by the research, poor social 
skills have been linked to paranoid ideation (Gay & Combs, 2005). This may 
be a cycle, in which the individual feels suspicious of others and consequently 
behaves in a hostile way towards them. This in turn can lead others to 
approach the individual with caution, if at all. Liaising with community workers 
may help to identify such difficulties so that they can be addressed as part of 
therapy.
The role of indirect work with other professionals should not be 
neglected. During my work in a multi-disciplinary team at an Acute Day 
Treatment Unit, I was surprised by the reactions of some staff towards clients 
who held delusions with strong conviction. Team discussions would reveal 
that some team members found the phenomenon amusing. Other team 
members might view clients with suspicion because of their beliefs. For 
example, one client believed that other people thought he was a paedophile, 
which led some staff to question whether he was indeed guilty of child abuse
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(there was no evidence to suggest this was the case, only that the individual 
had been the victim of extensive abuse himself). At the time, I did not feel I 
had the knowledge or understanding to deliver indirect work to other team 
members (other than challenging their unprofessional approach!) in order to 
benefit the clients in question. I would hope that in the future I would feel more 
competent to encourage other professionals to increase their understanding in 
order to directly benefit the clients through improving the service they are 
offered.
Evaluation
With the rapid advancement of research in the area of persecutory 
delusions, it is important that clinical psychologists evaluate their work. This 
can feel like a time-consuming burden that is not a priority in comparison with 
the demands of a caseload. It should, however, provide the opportunity to 
develop practice, and establish whether large-scale findings can be 
generalised to individuals in clinical settings. Evaluation should also aim to 
offer service user perspectives, which have been given little consideration in 
the evidence-base (McGowan et at 2005).
Conclusion
The understanding of paranoia and persecutory delusions has 
developed significantly, but research has generated further questions and 
work remains to be done. Further investigation of the role of twp types of 
paranoia, and how individuals may fluctuate between the two, may have 
important therapeutic implications. Within existing cognitive models of 
persecutory delusions, questions remain about individual components and 
relationships between components. There is good evidence that paranoia is a 
multidimensional phenomenon, and this has clinical implications in that 
different individuals may require very different interventions. There is also 
good evidence that cognitive-behavioural therapy can be effective, but that it 
should be delivered as a more holistic care package. The role of the clinical 
psychologist is likely to extend beyond therapy, to support other elements of 
care, perhaps especially in multi-disciplinary teams. In addition, continued
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evaluation of therapy will provide a clearer understanding of the factors that 
improve outcome in therapy.
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What impact do you think New Ways of Working might have on clinical 
psychologists, their colleagues in the NHS and service users and carers?
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New Ways of Working (NWW) is an initiative that both reflects and 
seeks to generate fundamental changes to the mental health workforce in this 
country. I chose to answer this question to develop a broader understanding 
of the context of clinical psychology. I will write in the first person to facilitate a 
reflective stance. The impact of New Ways of Working will inevitably be 
experienced in different ways by individual clinical psychologists, NHS 
colleagues, service users and carers. Here, I accept the invitation to be 
somewhat speculative but draw on ideas from organisational psychology 
when thinking about the process of change. I will focus on NWW for Applied 
Psychologists (NWWAP) without describing it in detail, which has been done 
elsewhere (e.g. the BPS, 2007d).
I will consider the broad issues of the alignment of clinical psychology 
with a changing NHS context, the impact of organisational change, and 
professional identity. I will then consider the issues addressed by six of the 
working groups, including organising, managing and leading psychological 
services, teamworking, training models, new roles and career pathways. 
Discussion of improving access to psychological therapies will be integrated 
throughout. Mental health legislation will not be considered here, because of 
the delay in publishing the progress report of this working group (BPS, 2007d) 
and because I feel there is not the scope to discuss this issue sufficiently.
The changing culture of mental health services
‘Culture’ is associated with attitudes and beliefs, patterns of 
relationships and the psycho-social context of work (Menzies-Lyth, 1990, cited 
Hinshelwood & Skogstad, 2000). The culture of health and social care has 
historically been based on the positioning of privileged individuals as ‘experts’ 
with knowledge and authority to ‘treat’ other individuals. It could be argued 
that such positioning was the result of processes that sought to create and 
maintain imbalances of power. The dawn of postmodern epistemologies has 
raised consciousness of the culture of health and social care. Postmodern 
thinking calls for a reappraisal of rationalist assumptions about knowledge and 
understanding (Croft & Beresford, 1998). Such perspectives contest
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traditional professional claims of expert knowledge as a foundation for 
authority, viewing them as ideological devices that protect a privileged 
position of domination (Beck & Young, 2005).
Postmodernity marks more fluid identities and more permeable 
boundaries between groups, for example between professionals and service 
users (Biggs, 2000). Mental health services cannot remain impervious to such 
philosophical shifts, and national policy has reflected this since the National 
Service Framework for Mental Health (DoH, 1999). The national context for 
NWWAP is extensive and the plethora of related policy cannot be adequately 
discussed here (see BPS, 2007d for further elaboration on the drivers of 
NWW). However, initiatives include The 10 High Impact Changes for Mental 
Health (CSIP, 2006), the Ten Essential Shared Capabilities (Hope, 2004) and 
Increasing Access to Psychological Therapies
(http://www.mhchoice.csip.org.uk/psychological-therapies.html).
There is a growing emphasis on person-centred services that promote 
social inclusion and recovery approaches (e.g. CSIP, 2007). It was 
recognised that the workforce would need to change considerably to meet the 
demands of this shift, leading to NWW. Applied psychology needs to address 
specific issues in order to align themselves to the new culture of increasing 
efficiency and making the best use of skills in order to develop modern mental 
health services. The aforementioned seven NWWAP working groups reflect 
these specific issues. If successful, one of the broadest impacts of NWWAP 
will be the alignment of clinical (and other applied) psychology with 
contemporary services through provision of an efficient, sustainable workforce 
that meets service demands. However, it will not be possible to assess the 
extent of this impact for some time to come.
Organisational change
When thinking about the potential impact of NWWAP, it is pertinent to 
draw on theories of organisational change. Clarkson (1995) describes ‘real 
change' as being characterised by the organisation's ability to break out of 
limiting ways of working and experiencing true culture change. It is possible
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that people might adopt the rhetoric of changes under NWWAP without true 
shifts occurring in their working practices (Leadbetter, 2006). In addition, 
perceived threats to expertise might make psychologists feel more vulnerable 
and less likely to be creative or flexible in their work (Leadbetter, 2006). 
Clarkson (1995) describes four other types of organisational change: no 
change, impossible change, fake change and destructive change. The latter is 
that which strips defences without providing protection, skills, knowledge and 
resources. In my position as a trainee, I feel that I will not necessarily perceive 
change in the profession as a result of NWWAP, as all ways of working will be 
‘new’ to me. Experienced clinical psychologists might have well-established 
ways of working that NWWAP challenge. For them, NWWAP might provoke 
anxiety of upheaval and lead to a perception of destructive change. Based on 
Clarkson’s suggestions, such psychologists might need to be provided with 
new skills, knowledge and resources in order to embrace NWW as an 
opportunity for real, as opposed to destructive, change.
A perception of destructive, no, impossible or fake change could be 
extremely demoralising for clinical psychologists, their NHS colleagues, 
service users and carers. Any of these could provoke anxieties and result in 
clinical psychologists demonstrating signs of panic or survival, such as unwise 
risk-taking or loss of innovation (Clarkson & Kellner, 1995). Stapley (1996) 
asserts that change will create anxiety unless a culture is extremely mature. 
Members who perceive the holding environment as ‘good enough’ can 
develop such a mature culture. Clinical psychologists will need to experience 
their environments as containing in order to not experience NWWAP as 
threatening. However, another argument is that clinical psychologists could 
significantly contribute to creating holding environments that feel good enough 
for themselves, their colleagues, service users and carers. Clinical 
psychologists draw on a broad range of knowledge and theory and could be 
instrumental in containing any anxiety that is generated by NWWAP, in order 
to promote creativity and ‘real’ change that is not perceived as threatening. In 
this way, clinical psychologists have the potential to shape the impact of 
NWWAP, rather than it being a process that simply impacts upon them and 
those around them.
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Hyde et al. (2005) outline four types of job change, which could all be 
experienced by clinical psychologists under NWWAP. These were skill-mix 
changes, which move tasks within an existing hierarchy; job widening, which 
expands the content of the role; job deepening, whereby the role is given 
more responsibility, autonomy or opportunity for developing and; the 
development of new roles. They found that there was little resistance to 
change in the NHS, which they attributed to the local involvement of the role 
holders in the process of change. The levels of involvement individuals have 
in decision-making about their roles influences whether changes are viewed 
as a threat or opportunity (Leadbetter, 2006). The impact of NWWAP could 
therefore depend on whether clinical psychologists perceive ownership over 
the changes that are happening.
NWWAP does seem to have been a ‘top-down’ process of change to 
date, with the working groups fulfilling their tasks and then publishing their 
progress. In this way, clinical psychologists might not feel that they have 
ownership over the process, which could lead to a perception of threat rather 
than opportunity. For NWWAP to be embraced as an opportunity it might be 
useful for clinical psychologists, their NHS colleagues, service users and 
carers to be closely involved in implementation at a local level. Simpson and 
Farrimond (2006) highlight that the development of NWW for psychiatrists 
could be achieved differently depending on the individuals concerned. Their 
experiences suggest that close relationships between managers and 
clinicians were the key to facilitating change that benefited consultants, their 
teams and service users. I believe that clinical psychologists could shape the 
impact of NWWAP by learning from the experience of other professionals who 
have moved towards NWW by allowing some flexibility in the implementation 
of changes.
The impact on professional identity
Contrary to my expectation, as I progress through my training, I find 
myself becoming less clear about the professional identity of clinical 
psychology. The broad variation between clinical psychologists, together with 
the overlap in roles of other professionals, has made it difficult to identify what 
distinguishes clinical psychologists from other professionals. Beck and Young
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(2005) argue that government intervention and increasing marketisation are 
having profound effects upon identity, with professionals renegotiating their 
professional positions in relation to their client groups, to others in 
organisations and to the knowledge base upon which they draw. NWWAP 
could be seen as such an intervention. Whether professionals with ‘learned 
ways of being’ can develop dispositions that allow them to embrace shifting 
professional identities is important (Leadbetter, 2006) and could be a 
significant factor in determining the impact of NWWAP. Biggs (2000) suggests 
that the degree to which professional identities have depended upon rigid 
distinctions between self and other, insider and outsider and healer and 
patient are central to identity. A flattening out of hierarchy and greater 
individual choice about one’s identity might make it easier to achieve 
permeability of boundaries. However, if it results in increased uncertainty and 
fragmentation, it could result in clinical psychology as a profession becoming 
increasingly self-referential and insular (Biggs, 2000).
I do not like to position myself as an ‘expert’ with an investment on any 
particular point on a hierarchy. I would like to think that I could embrace 
opportunities for more permeable boundaries that increase collaboration 
between disciplines, service users and carers. However, I also recognise that 
it is naïve to think that I have no investment in more rigid boundaries. If 
parameters become more permeable and fluid, the question of what clinical 
psychology offers that distinguishes it from other professions becomes more 
difficult to answer. This could in turn lead to people questioning why clinical 
psychologists are more expensive than other professionals who can 
undertake the same or very similar roles. This has been one result of working 
to improve access to psychological therapies by increasing the number of 
non-clinical psychologists delivering psychological therapies. In this sense, it 
could be in the interest of the profession to create more rigid boundaries in 
order to define its identity. Some of the working groups are focusing on issues 
that are likely to create more rigid boundaries, for example by positioning 
clinical psychologists as organisers, managers and leaders of psychological 
services. This could be seen as a reaction to anxieties about a loss of 
professional identity.
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Clinical psychologists as organisers, managers and leaders
The positioning of clinical psychologists as managers will involve a 
number of roles or tasks outlined by the Division of Clinical Psychology (DOR, 
2007). Some clinical psychologists are currently employed as managers of 
services and so this will not be a new position. For others, the expectation to 
become a manager might not be welcomed. I have had contact with clinical 
psychologists who wish only to conduct therapy with clients and nothing more. 
If NWWAP is implemented with success, this might no longer be possible for 
psychologists qualified at doctoral level. It has become increasingly apparent 
that there are more cost-effective alternative professionals who can provide 
therapy, and that clinical psychologists will be expected to support these 
roles. I have been very aware at this early stage in my career that clinical 
psychology benefited greatly from Agenda for Change, and that this led to 
some resentment between disciplines. I believe that clinical psychology needs 
to evidence what it offers that makes it worth its expense relative to some 
other professions with overlapping roles.
NWWAP provides the opportunity to develop the roles fulfilled by 
psychologists, in order that they can offer a distinct service and develop a 
strong professional identity. However, there is no reason to assume that all 
clinical psychologists will welcome this, or that people who entered a career in 
clinical psychology will be ’business-minded’ (BPS, 2007c). The profession 
might experience an increase in currently low attrition rates if individuals find 
themselves under pressure to undertake roles that they are either not 
competent or interested to fulfil. There might also be an impact on 
characteristics of those who join the profession as roles shift towards 
management and leadership, given that there is an identified shortage of 
potential candidates in the profession at present (BPS, 2007c).
It is interesting that the BPS (2007,c) identifies applied psychologists 
as well placed to take on leadership roles and yet the uptake of roles has 
been lower than the potential capacity. Perhaps clinical psychologists 
generally have not been achieving their full potential and that one impact of 
NWWAP is for those who are not currently in management roles to utilise their
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skills and maximise their potential. Alternatively, there might be significant 
reasons that clinical psychologists have not stepped up to management roles, 
which require satisfying a range of stakeholders with varying agendas. This is 
likely to become an increasing pressure as NHS Trusts move towards 
Foundation Trust status
(http://www.dh.gov.uk/en/Policyandguidance/Organisationpolicy/Secondaryca 
re/NHSfoundationtrust/index.htm) and Payment by Results 
(http://www.dh.gov.uk/en/Policyandguidance/Organisationpolicy/Financeandpl 
anning/NHSFinancialReforms/index.htm). Perhaps clinical psychologists have 
largely resisted the pressures of evidence-based practice and stepped-care 
because they recognise the limitations of these approaches, such as the 
significant proportion of people who do not benefit from cognitive-behavioural 
therapy (BPS, 2007a). Such limitations do not always appear to be 
considered by commissioners, and managers of services could face 
difficulties reconciling different stakeholders. Having to undertake this role 
could result in stress or reduced job satisfaction for clinical psychologists.
I would hope that NWWAP might offer the opportunity to broaden the 
choice of approaches available to service users (BPS, 2007a), but this will 
rely on commissioners recognising the limitations of therapeutic approaches 
with a strong evidence base. This might include going so far as to question 
the assumption that the improvement of access to psychological therapies is 
the appropriate response to personal and social malaise rather than a broader 
community or social perspective (The Midlands Psychology Group, 2007).
One role of management is to support and facilitate service user and 
carer involvement in service provision. I welcome this, believing that it should 
be an integral part of my role at any stage in my career. For me and others 
who share my feelings, the impact of this expectation will be feeling supported 
to carry out tasks considered to be valuable. The service user movement has 
been developing since long before NWW (e.g. Campbell, 1996). Some clinical 
psychologists already play a key role in facilitating the involvement of service 
users and carers who wish to contribute to service development, without it 
having been a product of NWWAP. For other clinical psychologists, however, I 
anticipate facilitating involvement will not be a role that they are comfortable to
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undertake. Soffe (2004) provides an example of a clinical psychologist 
questioning whether involving service users in planning services might 
undermine the professional knowledge and expertise held by clinical 
psychologists. People who hold such attitudes might feel threatened by this 
aspect of NWWAP.
Such a shift might also not be welcomed by service users, who might 
have expectations about their role in mental health services which may not be 
met by services working in ‘new ways'. For example, I have met people who 
have accessed mental health services and who view the professional as the 
‘expert’ responsible for their care. NWWAP, particularly with an emphasis on 
recovery approaches, could require service users to take greater levels of 
responsibility for their own care and recovery. This could be a welcome 
change for those who perceive mental health services as oppressive and 
stifling. However, it could require an adjustment in the dynamics of 
relationships and power that might take years to achieve for both individuals 
and groups.
Carers who experience high levels of stress in caring for their loved 
ones might also feel less supported by systems that have more fluid 
boundaries between relationships, or alternatively might welcome the ethos of 
NWW, which promotes an already existing move towards increased service 
user and carer involvement. It has been suggested that service users and 
carers must continue to put pressure on Trusts, POT commissioners and 
Strategic Health Authorities for care that they have asked for and that 
challenges traditional practice (CSIP / NIMHE, 2007, p. 66). This seems to be 
based on a naïve assumption that all service users feel able or willing to take 
such action. It does not consider how individuals for whom such a task might 
be extremely difficult, such as individuals with acute mental health difficulties, 
learning disabilities or children, could achieve this. It also fails to consider the 
wide variation between individuals and the unfeasibility of creating systems of 
care that meet all requests. At worst, NWW could place pressure on service 
users and carers to take action that is fruitless and could lead to feelings of 
disempowerment or hopelessness for individuals.
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The move towards clinical psychologists becoming managers and 
leaders is likely to impact on service users and carers both directly and 
indirectly. If clinical psychologists undertake less direct therapeutic work, it will 
be harder for service users and carers to access them directly. Whether this is 
perceived as a disadvantage will depend largely on the individuals involved. I 
have heard some service users and carers express that they are not 
interested in the job title of those who offer them services, as long as the 
service is beneficial. Despite less direct access to clinical psychologists, 
people would have access to services that are organised and managed by 
clinical psychologists. It would be presumptuous to suggest that such 
management would make for ‘better’ services, but for there are likely to be 
advantages of services being influenced by clinical psychologists for 
individuals who value psychological therapies. For example, services might 
take a broader approach to care than those predominantly influenced by a 
medical model. For individuals or teams who have been dominated by 
medical approaches, the possibility of psychological approaches having a 
stronger influence could present challenges for both psychologists and their 
NHS colleagues.
Impacts on relationships with other NHS colleagues: teamworking
There are many issues relating to teamworking, which are discussed in 
detail by the BPS (2001, 2007e). NWWAP is seeking to integrate 
psychologists into teams and to utilise their skills through indirect work with 
team members as well as direct clinical work. For some clinical psychologists 
and teams, this will be in line with their current working practice. For others, it 
will require significant changes in practice, the nature of which will be shaped 
by the contexts in which they work. There might be an increase in the number 
of clinical psychologists working in primary care settings in meet the agenda 
of improving access to psychological therapies. What is clear is that 
psychologists will be expected to play a significant role within teams in 
supporting the improvement of access to psychological therapies and 
stepped-care, for example through the training and supervision of other staff.
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Freeman et al. (2000, cited Leadbetter, 2006) suggests that there can 
be difficulties developing collaborative practice because of different 
philosophies of teamwork. Teams might be perceived as being directed by 
one leader, integrated with equality among professional, or elective, whereby 
professionals are autonomous and seek support from others only when they 
perceive there to be a need. The clinical psychologist could play a significant 
role in facilitating the development of a team's philosophy and building 
relationships between different disciplines, particularly if positioned as a 
leader of the team. Bringing together a diverse range of professional groups is 
associated with higher levels of innovation in patient care (Sloper, 2004), 
which could be a key impact of NWW. However, Leadbetter (2006) raises the 
issue of the sharing of professional expertise and knowledge, arguing that 
defensive positioning can prevent sharing and development of new ways of 
working. Although Leadbetter is referring to multi-agency working, this could 
also be applicable to multidisciplinary working within the NHS. Such defensive 
positioning could impair the impact of NWWAP on relationships with other 
NHS professionals.
While NWWAP might involve more creative methods of working, I have 
concerns about one suggestion from the BPS report regarding working 
psychologically with people with complex mental health needs (2007e, p.54). 
This suggests that psychologists might be “Doing more tasks not traditionally 
seen as the role of applied psychology -  both as a means to engagement and 
as a team role; e.g. help with daily living (household tasks, help with self-care 
such as washing hair, etc)...” Whilst on a personal level I would have no 
concerns about undertaking such tasks, it concerns me that this could 
undermine some of what NWW is trying to achieve. It could be argued that a 
psychologist assisting with self-care is not cost-effective. Equally, it could 
cause confusion about what distinguishes the psychologist from other team 
members. For NWWAP to be implemented successfully, care will need to be 
taken to ensure that roles not traditional to applied psychology correspond 
with its aims.
One distinction is the psychologist’s training in a number of models of 
psychotherapeutic theory and practice. As well as in direct clinical practice,
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this training can be useful in contributing to thinking about the team as a 
whole, as outlined by Dent-Brown (2000). In this way, NHS colleagues could 
benefit from clinical psychologists using their skills to contribute to the 
development of teams. In turn, this could benefit service users and carers by 
creating teams who feel more able to support the needs of those who access 
them.
Models of training, career pathways and new roles
The three working groups that have considered models of training, 
career pathways and new roles will be considered together because of their 
overlap.
The ‘models of training’ working group is reviewing current models of 
training and radical alternatives. Although a report this year (BPS, 2007b) 
outlined the work of the group to date, no firm decisions have yet been made 
about which of the alternative models, if any, will be adopted. Consequently, I 
will not discuss the specific models at length, but talk more generally about 
the potential impact of any change of training model on clinical psychologists, 
other professionals, service users and carers.
The working party has stated that existing courses should provide 
training for at pre-doctoral level (BPS 2007b, p.2). This could only be 
achieved if courses were to expand, given the already-existing pressures of 
course teams to provide training for three cohorts at any one time. Yet there is 
no guaranteed funding for training of pre-doctoral psychology graduates. If 
such training does not find financial support from commissioners, the impact 
of NWWAP on the training of clinical psychologists will be minimal. If the 
funding is provided, there would be a significant impact for the forty per cent 
of psychology graduates who want to obtain employment in health and social 
care (Wang, undated) as there would be an increase in the availability of 
training places.
Under the new models, the ‘bottleneck’ structure of the profession that 
currently exists would be transformed into a ‘Christmas tree’. This could
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contribute to meeting the agenda of Increasing Access to Psychological 
Therapies, as commissioners would have an expanded and more cost- 
effective workforce. This in turn could reduce the pressure on doctoral clinical 
psychologists, who would have more opportunity to offer consultation, 
supervision and leadership to other colleagues within the NHS. Service users 
and carers might have greater access to psychological therapies, perhaps 
offering more choice or a reduced waiting-time. The impact on the individuals 
working in the pre-doctoral grades, however, could be that they might still 
wish to progress onto doctoral training and experience the frustration that I 
currently see in many assistant psychologists who have not yet succeeded in 
entering into training.
I have heard members of the course team question whether they would 
be motivated to train individuals at the pre-doctoral levels, who would be 
trained as therapists rather than clinical psychologists. The team sent a strong 
message to my cohort of trainees that they want to train clinical psychologists, 
not individuals who wished to deliver therapy and nothing more. I wonder 
whether training models that entail pre-doctoral qualifications could impact on 
clinical psychologists who train others by decreasing their motivation whilst 
placing pressure on them to train increased numbers. It is difficult to predict 
whether this would have an impact on other NHS colleagues, service users or 
carers, but it is a potential outcome that has not, to my knowledge, been 
considered or documented by the British Psychological Society.
The proposed training models (BPS 2007b) seek to share some 
training of all applied psychologists, i.e. clinical, counselling, health and 
forensic psychologists. This is based on a proposition that there is significant 
overlap between these specialisms, yet there has been no systematic 
investigation into where the overlap lies and how great it is. The impact of any 
of the alternative models could lead to clear distinctions being made between 
the specialist areas, which in turn could lead to clinical psychologists having a 
stronger professional identity and being better able to promote the specific 
services that they can offer. However, if little is distinction found between, for 
example, counselling and clinical psychologists, the status that clinical 
psychology has could be threatened. It might also contribute to the confusion
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that I perceive to already exist among all of the disciplines about what 
distinguishes a counselling psychologist from a clinical psychologist.
The alternative models proposed would have the benefit of providing 
education alongside the experience that is generally required prior to entry 
onto the doctoral course. As an Assistant Psychologist in an acute adult 
mental health setting, I had far more autonomy and responsibility, with no 
training and less supervision than as a trainee, which seems to carry risks for 
both the service users I worked with and myself. More formalised pre-doctoral 
arrangements could offer the training that should accompany assistant posts. 
However, I otherwise find it difficult to see how the ‘radical’ alternative models 
proposed would differ a great deal from the path that people currently take to 
enter doctoral training in clinical psychology. The new models have been 
devised in an attempt to overcome the difficulties in providing opportunities for 
psychology graduates and to increase diversity among those entering into 
training. Although the new roles of Senior Psychology Assistant or Psychology 
Associate were established as career grades, it is difficult to accept that 
psychology graduates would wish to remain in these roles without wanting to 
progress onto doctoral training. If people did remain in these roles as career 
grades, I see potential for intradisciplinary difficulties such as resentment 
between these roles and qualified clinical psychologists. For example, a 
recently qualified clinical psychologist might not feel in a position to supervise 
a very experienced psychology associate, while supervision of doctoral 
clinical psychologists as being beyond the remit of associates, however 
experienced. This could cause tensions between different roles within the 
profession, which could spill into teams and impact on other NHS colleagues 
and even service users or carers.
The increase in pre-doctoral applied psychologists could potentially 
reduce the availability of posts for qualified clinical psychologists, who would 
be more costly to employ. It is safe to assume that service users might have 
greater access to psychological therapies as a consequence of a greater 
number of pre-doctoral practitioners. This could be seen as beneficial, 
particularly if waiting times were reduced and choice of therapist potentially
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Increased. However, the interventions offered might be more likely to be less 
complex and more routine (CSIP, 2006).
The BPS (2007d) make it clear that the new roles, such as associate 
psychologists, will be unsustainable unless they fit with clear frameworks and 
are coherent with local service developments. Given the ongoing 
developments surrounding the requirement for statutory regulation of applied 
psychology by the Health Professions Council, the profession might not have 
the power to control or regulate the pre-doctoral pathway or the frameworks 
supporting new roles. There are still some significant questions about new 
training models and new roles. Wang (undated) questions whether the time is 
right for changes to be made to the training model given the current financial 
and political difficulties for psychology in the NHS. I see this as a suggestion 
that the proposed changes carry significant risks for psychology in the current 
climate, and more specifically for post-doctoral clinical psychologists, who 
might find themselves an expensive alternative to other pre-doctoral roles.
Finally, the training and career pathways for clinical psychologists will 
require a much stronger emphasis on leadership and management skills. It is 
difficult to see where such training could fit within the doctoral programme at 
present, without the loss of other areas of teaching. There might be some risk 
that the impact of a need to develop leadership skills at all levels could lead to 
a reduction in teaching of other core skills or therapeutic modalities. Given 
that these cannot be sacrificed if clinical psychologists are to effectively 
supervise the delivery of psychological therapy, doctoral trainees might find 
themselves under increasing pressure during their training.
Conclusion
Before I began writing, I had an impression that NWWAP was likely to 
lead to significant change for clinical psychologists and mental health 
services. I understood this change to largely correspond with my own values 
and sensed that it was an exciting time to enter the profession. Unfortunately, 
this sense has waned as I have considered the available information. I feel 
pleased that NWWAP supports some of the roles that I consider important, 
such as facilitating service user and carer involvement and leading services. I
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am also aware, however, that some clinical psychologists have been fulfilling 
these roles for some time before NWWAP and that they are not a product of 
the initiative. In this way, the impact of NWWAP might be less dramatic than I 
had initially imagined and might formalise changes that were already 
occurring, rather than generate truly new ways of working. In addition, 
consideration of training and new roles led to a realisation that issues of 
funding might limit the impact of NWWAP. Consequently, I feel unable to draw 
specific conclusions about the potential impact of NWWAP, but hope that 
clinical psychologists identify any opportunities that are created and work to 
positively shape the impact of NWWAP on themselves, colleagues, service 
users and carers.
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Introduction
When the problem based learning exercise was introduced, I felt that I 
had entered totally uncharted territory. Now, having completed the process 
and with the benefit of hindsight, I realise the value of the exercise in terms of 
both personal and professional growth. As I begin this reflective account, I 
understand that it offers me the opportunity to consolidate the various 
elements of that growth. I wish to focus particularly on the links between the 
problem based learning exercise and clinical practice. Had I been asked at 
the outset of the task whether there were any such links, I would have had 
difficulty identifying any them. As I have considered this account, I have come 
to realise the richness of the analogies that can be drawn.
Faced with a ‘problem’
The introduction of the exercise induced total confusion. All we had 
was a title: “The Relationship to Change”. Every aspect of this experience 
seemed unfamiliar. I have always considered myself to be highly 'academic'. 
My father, as a professor of education, has always encouraged me to look 
beyond the constraints of systems of learning but also to ‘play the game’, that 
is, to look for the criteria against which you are marked and work to meet it. 
This strategy has always served me well but seemed ineffectual in this 
context. I turned to other members of the group for answers, but they 
expressed equal confusion at the purpose of the task, or how we might 
progress.
This experience of being faced with a totally new experience felt 
extremely uncomfortable at first -  I wanted information, answers, guidance, 
and criteria. Although I am keen not to trivialise the experience of service 
users and carers, I feel that I can make links between such experiences and 
being presented with the exercise. It has strengthened my consideration of 
the reactions of service users and carers who, faced with unfamiliar 
experiences, may feel discomfort and confusion far more strongly than I did. 
As a clinician, I am likely to work with many individuals who are unable to
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tolerate uncertainty. In some cases, my role may be to provide information -  
psychoeducation -  or guide the individual to reach their own understanding. In 
other cases, my role may be to assist the individual in learning to tolerate 
uncertainty. Through the problem based learning exercise, I have come to 
recognise my own discomfort when faced with uncertainty. I will need to 
consider this in the way that I approach my clinical work with others, both 
alone and through the use of supervision.
It is also important to reflect on how clients might feel upon entering 
therapy. For some, the first session in therapy may be confusing or arouse 
feelings of anxiety. Some clients may come to therapy with previous, but 
different, experience of therapy, just as I came to the exercise with a long 
history of a very different style of working. Others, however, may come with 
no preconceptions about what they expect of therapy, or what therapy 
expects of them. It is important that, in my practice, I do not assume that this 
will be an uncomfortable experience for all, based on my own experiences. 
Again, I will need to consider the experiences and assumptions that I bring to 
the clinical setting, and the way these might influence my work.
My own position regarding change
After some floundering, the group chose to begin the task by 
considering each member's own relationship to change. I value change that I 
plan for, initiate, and control, but have more difficulty with change that is 
beyond my control. This is consistent with theories that attribute problems 
encountered in change processes to the need for certainty (Heller, 2003, cited 
Boonstra, 2004). It was interesting to hear the perspectives of each member 
of the group in discussing change, with particular reference to gaining a place 
on the course. For some, this marked the achievement of a goal held since 
school. For others, it represented major change in lifestyle and career. This 
diversity was valuable in bringing different perspectives. This encourages me 
to be less fearful about the potential for unplanned change in the future, in 
both my personal and professional life.
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Group dynamics, diversity, and assignment of roies
As part of the exercise, we had to assign roles. Through discussion, I 
was assigned to the role of chair. This is a role that I feel extremely 
comfortable in -  I enjoy ‘doing’, delegating, and generally being quite 
dominant. These traits are double-edged swords, and I was keen not to let 
their associated negative attributes become obvious. I am also aware of this is 
my work in therapeutic settings. I have to monitor my wish to ‘achieve’ and 
focus on content, rather than focus, within my therapeutic style. Being 
assigned the role of chair invited me to practice this. The group consisted of 
strong characters who were keen to contribute to the exercise. In this context, 
it was very easy to be less dominant. My adult mental health placement, 
however, has presented me with contexts in which I have to be more careful, 
for example, when working with people who find it difficult to express their 
thoughts or feelings.
I felt that our group was rich in diversity with regards to both obvious 
and also unobservable attributes. We had both male and female group 
members, and one of the older members of the cohort. We had a range of 
styles in approaching the task, and bought a diverse mix of experience, 
values and beliefs to the task. This was particularly important in the context of 
a task with such broad opportunities. However, there is also a danger that a 
wide range of perspectives in the context of a novel task could result in 
indecision or conflict. I believe that the group was able to manage this by 
making use of the similarities between group members.
Cohesiveness is a co-determinants of group productivity (Dailey, 
1977). I felt that all of the members of the group valued focusing on a task and 
being active in working towards a goal. In addition, I felt that we all wanted our 
group to achieve a high standard throughout the process in order to achieve a 
high standard at the point of outcome. This is consistent with the social 
cohesiveness theoretical perspective, which emphasises that group members 
help one another learn because they care about the group itself (Slavin, 
1996). This is very much the sense that I had when working within the group: 
That diversity was valued and encouraged within the context of a cohesive
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group. This is an important issue to consider in clinical practice. We are often 
encouraged to focus on issues of diversity, but rarely explicitly on issues of 
similarity. These factors are likely to influence the therapeutic relationship, 
and it is important that they are considered as explicitly as issues of diversity.
How we worked: Creativity and Collaboration
Initially, we chose to think individually and then come back together as 
a group,in order to share ideas and experiences of change. In some respects, 
this gave a sense that the group was having difficulty forming a shared 
understanding and common goals. However, I believe this time was valuable 
in the initial generation of ideas. The exercise provided us with a novel 
context, in which the constraining effects of initial ideas are less likely to occur 
(Smith, 2003). The group listened carefully to and appreciated each member’s 
perspective. Milliken et al., (2004) assert that associating differences of 
perspective with meaning and usefulness ought to enhance the group’s 
creative process, and this is the sense that I had of the way in which our 
group worked.
We were initially hesitant in focusing the task. I feel this was because 
of ambivalence about the purpose of the task. This is a point that is 
fundamental to remember in a therapeutic setting. If clients feel ambivalent, 
they may be concerned about saying or writing anything, in case it is ‘wrong’. 
It took the group some time to overcome a fear of being ‘wrong’, despite 
knowing that the exercise was unmarked. This initial period felt uncomfortable 
as individuals, but sharing our feelings of discomfort helped the group to 
develop a sense of shared experience and understanding.
We all agreed that we needed a focus for our work and chose to use 
the transtheoretical model of change (Prochaska & DiClemente, 1982) as the 
underlying structure. This has become a widely used model, which is 
supported by the evidence base (e.g. Prochaska & DiClemente, 1992). We 
then worked creatively to work with the model in a way that was entertaining 
and illustrative. We each took a stage of the model, and wrote a script to 
illustrate it using the framework of a television programme. When we came 
back together and read through the whole script, it sounded coherent and not
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as if it had been written by six individuals. I believe this reflects the spirit of 
collaboration and understanding that we had during our meetings.
Within the clinical setting, I have found it difficult to balance the desire 
for a collaborative therapeutic relationship and the role of an agenda. This is 
perhaps particularly the case in cognitive-behavioural therapy. However, 
collaboration is vital in enhancing both process and outcome and should be 
valued as such.
The role of humour
There is evidence that humour, used in the right way, can enhance 
learning (Powell & Andresen, 1985). I have been bought up on humour and it 
has become integral in every aspect of my life. I have also learned, however, 
that others do not value humour in the same way as I do and that it has to be 
used carefully and sensitively. It was both a relief and a pleasure, therefore to 
find myself in a group able to share my love of humour, and I feel that humour 
promoted the cohesiveness of the group. Our group balanced serious focus 
on the task with a good dose of fun and laughter. In addition, we chose to 
make our presentation humorous, in order to capture the audience. This made 
the task an enjoyable learning experience. Unfortunately, I have often found 
that the most salient learning experiences are borne out of mistakes or 
disappointments. On the contrary, the use of humour in this case made the 
exercise a salient experience for all of the right reasons. The feedback from 
the presentation also suggested that the humour of the presentation was 
appreciated by the audience.
There is very little research about the role of humour in clinical settings 
(Franzini, 2001). I have found humour to be very effective within clinical work, 
when led by the client and gently developed within the safety of the 
understanding therapeutic relationship. I have also been surprised on 
occasion at the humour that clients can find within very difficult situations. My 
experience of humour enhancing my learning experience in this case 
encourages me to continue to use humour within therapeutic settings.
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Conclusion
As a child, I remember being fascinated by a quote on my father's 
office pin board: ‘Reflection, if persisted in, results in so many opportunities for 
alternative action that it leads to inertia' (Goethe, cited Tickle, 2000). I do not 
find that reflection comes naturally, and reflective assignments are as new to 
me as problem based learning. However, this experience has taught me some 
valuable lessons. Firstly, reflection can offer the opportunity to consolidate 
personal and professional experiences, and to draw analogies between 
experiences. In relation to my clinical practice, I will take two important 
lessons from this experience. I have learned to consider the experience and 
assumptions that I bring to any process, including therapy. In addition, I 
believe that in the future I will place more emphasis on the role of similarities 
and cohesiveness than I have previously. Overall, both the exercise and this 
account have been valuable in encouraging me to begin to develop my 
abilities to reflect on experiences and recognise links to clinical practice.
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Introduction
My initial response, and that of others, to the problem-based learning 
exercise (Appendix A) was one of resistance. I am uncertain what prompted 
this, and what led to it diminishing so that I could begin to appreciate the value 
of the task. I hope to use this account to think through those issues and to 
draw some conclusions that might influence the way in which I approach 
future tasks, whether they are problem-based learning exercises or 
professional dilemmas within service settings.
Meeting the Stride family
The problem that was presented to us raised many questions and 
challenged us to think about our values. It is difficult for me to understand, 
then, why I became frustrated with the exercise. Discussion among the group 
and the wider cohort reflected a sense that other people were also struggling 
to see the value of the exercise. Compared to our first problem-based learning 
task it seemed there was less scope for creativity, and that there was a lot of 
overlap with the teaching we had received. It felt like an extension of the kinds 
of vignette discussions we might have within a lecture. We understood that it 
highlighted the complexity of individuals and families who might access 
services, but struggled to see its broader value.
Responding to frustration
Perhaps one of our mistakes was that we asked the question ‘What 
does this teach us’? Of course, the purpose of problem-based learning is not 
to teach in the traditional sense, but to foster active learning (Wood, 2003). I 
wonder now whether we were initially too focused on the content of the 
exercise, at the cost of the process. Whether this is the case, our frustration 
led us to think more carefully about the exercise and its relation to our position 
as trainees entering the second year. We raised our concerns in our case 
discussion group and our facilitator responded very positively. We agreed that 
to optimise the usefulness of the exercise, it would be useful to reflect on the
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sense among the year group that the task had limited value. This led to one of 
the most constructive discussions I have had as part of my training to date.
Our facilitator asked what the problem evoked in us compared to the 
problem-based learning task in the first year and how we might have felt 
about the same exercise at the beginning of training. We thought together 
about whether our reaction suggested that we had become more confident. 
When we began training we might have needed to look for a solution but had 
since developed the ability to sit with uncertainty. Perhaps we had reached a 
point where we were happy to be constructive and facilitative in our role but 
not seek a solution. In this way, the task was a measure of our development, 
but we had not adjusted our approach to problem-based learning accordingly.
The role of clinical psychology
Thinking about how we had begun the exercise, we realised that we 
had focused on the opposing views of other professionals but not the 
psychologist. We questioned whether we had idealised her as being neutral. 
On reflection, I think that we might have idealised the psychologist as having 
no biases but I also believe that the problem outline led to this by positioning 
the clinical psychologist as the ‘expert witness' -  suggesting an impartial 
individual who considers and consolidates all of the available information fora 
court. This is not to suggest that expert witnesses might not have their own 
agendas or biases, but it is interesting that this was the position of the 
psychologist chosen for the task. It was a reasonably rigid role and one that 
the majority of clinical psychologists are not generally faced with. I wonder 
how the task might have been different if the only clinical psychologist had 
been in the learning disabilities team and there was not somebody taking on 
an ‘expert’ position.
Our dialogue led us to think about whether the ability to sit with 
uncertainty might distinguish clinical psychologists from other professionals. 
As ‘expert witness’, the clinical psychologist was in the privileged position of 
gathering information and presenting it, but was not responsible for making 
the ultimate decision about the future of the twins. I think that clinical
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psychologists might frequently hold the privilege of not having to make such 
decisions, whether as an expert witness or just a member of a team more 
generally. It is important to keep this in mind and also to try to understand the 
pressures felt by those professionals who might well be responsible for 
making decisions that will significantly impact on the lives of individuals and 
family systems, such as whether adoption proceedings go ahead.
We thought about how other professionals might view clinical 
psychologists. It was suggested that others might view us as ‘fence-sitters’. 
We wondered whether psychologists ‘sit on the fence’, or whether they have 
particular skills around facilitation because of, for example, their systemic 
training or understanding of ideas such as containment. This might also us 
apart from other professions. Perhaps New Ways of Working (e.g. BPS, 2007) 
will increase the opportunities to use these abilities within service settings, 
where they can contribute to thinking about the management of complex 
cases. The case of the Strides was an example of a situation in which a 
clinical psychologist could bring their skills to teams in a sensitive way that 
helps to break down some of the stereotypes that might exist about clinical 
psychology.
Bringing the Strides to life
Despite the rich detail in the outline of the problem, there was little 
sense of the individuals. The two dimensional nature of the characters did not 
enthuse us to engage in the literature. Our first step aimed to overcome this, 
by writing a narrative from the perspectives of each character. When we 
shared our narratives I felt that we had a much better understanding of the 
individuals involved and the system as a whole.
The narratives taught us about the strengths of the system as well as 
the difficulties. It also gave a very different perspective of the family to that 
being offered by the professionals involved. For example, while the problem 
outline painted a picture of Mr. Stride as unwilling to help with household 
chores, his narrative told a story of wanting and trying to help his wife but her 
rejecting this help angrily. Services seemed critical of Mr. and Mrs. Stride for 
not regularly attending parenting classes, but they were able to explain
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through their narratives that on occasions Mrs. Stride felt confined to the 
house by her depression.
Of course, our narratives were based on our imaginations and 
assumptions in this case. However, they offer an important lesson for clinical 
practice. It is a common experience to be given information about an 
individual or a family by another professional. Despite my best efforts to focus 
on what is known to be ‘true’, such as events that are known to have 
occurred, it is all too easy to be drawn into forming preconceptions. People 
will be described, sometimes very subtly, in ways that attribute blame to the 
individual or the system in which they exist. I often find that I have a picture of 
a client before I meet them, painted by the views and experiences of other 
professionals. It has not been uncommon to find that this picture is rapidly 
erased and recreated when I meet with the client. I have been able to build 
meaningful and effective therapeutic relationships with clients who have ‘a 
history of not engaging and poor attendance'. Equally, I have been unable to 
build relationships with clients who other colleagues have worked well with.
It is necessary to read referrals with caution and an understanding that 
it might be value-laden and perhaps misguiding despite appearing ‘factual’. 
The experience of writing the narratives, bringing them together and 
comparing them with the initial information we had really highlighted the 
benefits of hearing the views of all of the individuals involved. This might not 
always be possible to achieve, but it is always possible to bring a critical 
perspective to the available information. I feel this is a value that was 
consolidated by this exercise.
Preparing for the presentation
We did not manage to incorporate all of our thoughts into our 
presentation, but compromised to convey the messages that we thought were 
the most important. This might be analogous to multi-disciplinary team 
working in that, rather than working for all the outcomes that you might want, it 
is necessary to compromise to best meet multiple perspectives and meet the 
needs that are considered a priority. One of the lessons to learn as I move
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towards qualification is how to best manage situations in which my aims are 
not prioritised in order to meet the aims of a number of professionals.
For the task we had used theory (e.g. Rossman et a/., 2000) 
government policy (e.g. HM Treasury, 2003) and resources (e.g. 
http://www.valuingpeople.gov.uk) and information from charities (e.g. McGaw, 
2000) and third sector parties (e.g. Tarleton et a/., 2006). I have found that 
one of the skills of practice on placement is to be able to analyse and 
synthesise such information so that it constantly informs practice.
The member of the group who had been chosen to be the expert 
witness was initially nervous of this role. As we progressed, she became more 
confident growing into the role. She was more assertive and had a stronger 
voice in the group. Although she would never have chosen the role of expert 
witness, it might provide an example of the impact of giving responsibility to 
individuals, together with the support that they need to adapt to it. Being able 
to adapt to increased responsibility is likely to be a key requirement for clinical 
psychologists as we move towards new ways of working.
Finally, we realised that we had created strong gender divides among 
the group. We had argued against the gender scripts of the vignette, for 
example the suggestion that Mrs., rather than Mr. Stride should be taught to 
use domestic appliances. Despite this, we went on to give the males more 
hard-line pro-adoption roles. This could reflect some of the unconscious 
assumptions that we hold. I was pleased that we recognised this. Although I 
might not always be aware of the assumptions that I hold, keeping in mind the 
possibility of their existence will help me to think more critically about my 
practice.
The presentations
Other presentations conveyed different messages. One group included 
a lot of personal reflections, while another highlighted the contradictory nature 
of different policies, documents and guidance. I think our group did convey the 
messages that we had prioritised. In particular, I was pleased that we had 
brought Mr. and Mrs. Stride to life through the use of a video. It was 
interesting to me that course staff had not seen videos of people used in
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clinical practice. This should not be an alternative to people attending 
meetings, but could provide an opportunity to present a pre-prepared 
message to a large meeting of professionals that can create an intimidating 
environment for an individual. It is an example of how creative thinking can 
lead to innovative practice, for the benefit of both practitioners and service 
users.
Conclusion
Perhaps the initial resistance to the task was an indication of our 
development over the previous year. I believe that it was this initial 
discomforting reaction that led to true learning and change. This is important 
to remember when thinking about whether clients are entering into therapy 
because they feel obliged by others or because they their own discomfort 
arouses a need for change. At a professional level, the task emphasised that 
positive development can arise from situations that I might initially feel 
resistant towards. I hope that I can use the lessons of this exercise in order to 
approach future dilemmas positively.
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Problem Based Learning Exercise
Child Protection, Domestic Violence, Parenting, and Learning 
Disabilities
The Family
The Stride Family
Live locally
Raised in the
Mr S
care system
Twins
Sally Sarah No contact with mother and father
= Domestic Violence
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The Problem
The twins, Sally and Sarah Stride, were placed in short term foster care, following a 
recommendation of a full child protection case conference, and enacted at an initial 
Court hearing, that the children continued to be at risk in the care of their parents. 
The children were on the child protection register, under the categories of emotional 
abuse and neglect. The children’s Guardian has approached you, and asked you to 
help the Court by conducting a full risk assessment, and if appropriate, to help the 
Court develop a rehabilitation plan for the children. This is a joint instruction by all 
parties to the proceedings. However the Local Authority wishes to place the children 
for adoption, before it is too late, in the belief that Mr and Mrs Stride will never be 
able to care adequately for their children. Mr and Mrs Stride are passionate in their 
commitment to have the children returned to their care.
Whose problem is it? Why?
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Some Background Information.
Mr and Mrs Stride are white English. They live on State benefits. Mrs Stride is 
described as a woman with learning disabilities, in the mild range. Mr Stride attended 
a school for children with special educational needs. Mr and Mrs Stride do not read 
and write English. It should be noted that many long reports have been written about 
them, their children, their care of their children and so on. Their solicitors read the 
reports out loud to them, usually once, and sometimes on the morning of a Court 
hearing.
Mrs Stride has two older children living with separate adoptive families. She is not 
able to have contact with them at the moment, as it was a closed adoption. This is 
because her first husband was extremely violent to her, and threatened violence to 
the previous social workers. Social Services staff feared for the safety of the adopters 
if their whereabouts were known. Mrs Stride promised herself it would be different 
with this marriage and for these children.
Mr Stride has physically assaulted Mrs Stride, during disagreements. She minimises 
his behaviour, saying it is nothing compared to what her previous husband used to 
do to her. The two children have witnessed these arguments and assaults.
Mr Stride’s parents are supportive. They buy clothes and toys for the children, and 
occasionally buy food shopping for the family. Apparently, they are unable to look 
after the children, because Mr Stride’s mother suffers from a painful rheumatic 
condition. Mrs Stride was raised in the Looked After Children system, and has no 
contact with her family of origin.
Mr and Mrs Stride live in conditions of deep poverty. They do not have many 
household appliances that work, and it seems that Mrs Stride struggles to understand 
the workings of the second-hand appliances donated to them by family. It would 
seem that Mr Stride understands their workings, but is not prepared to use them. 
Social Services staff are most concerned about physical neglect of the children’s 
needs. Family Centre staff say they have tried to engage both [Mr and Mrs Stride in 
parenting classes, but the couple do not attend on a regular basis. The Family Centre 
appointed a family worker to visit the home, and show Mrs Stride ‘how to keep 
house’. The family support worker has not been trained to work with parents with 
learning disabilities. The Social Worker says the Department has offered the family 
everything, and it makes no difference to the care of the children.
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Mr and Mrs Stride are desperate about the loss of their children. They want them to 
come home. They fiercely resent the foster carers, and the supervisor of their contact 
with the children. The children’s Guardian believes the parents can learn to be ‘good 
enough’ to satisfy Social Services requirements. Mrs Stride was referred to the local 
AMH service for help with feelings of despair and depression. She is taking anti­
depressant medication, and is seeing a CRN for counselling.
Prompt Questions
 something about paying attention to the professional network (liaison,
communication, respective roles)
 something about safety, risk assessment and risk management
......something about parenting and LD
 something about child witnesses to domestic violence
 something about the effects of poverty and class discrimination
 something about literacy and verbal comprehension (effects of anxiety and
stress on memory and comprehension, and willingness/ability to express concerns, 
and say, ‘I don’t understand these reports’)
 something about resilience, adversity, depression and coping
 something about the role of grandparents in the care of children
 something about children of parents with learning disabilities
 something about gender issues and scripts
 something about psychologists, child protection and the legal system
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Working with people in later life, their families, and the professional network.
Years
February 2009
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Introduction
We were asked to consider Mr. Nikolas, a 69-year-old man referred to the 
psychology department (see Appendix A for details). This exercise highlighted the 
complexities of working with individuals, their families and wider social networks. 
These complexities are often compounded by the broad range of interests and 
agendas that influence NHS services. I will reflect on how we thought about the 
contribution that clinical psychologists can make to working with individuals within 
these contexts, whilst making links to my clinical practice. I will begin with reflection 
about how personal circumstances influenced my ability to contribute towards the 
exercise.
Personal circumstances
I take an active role in group work and often feel frustrated when the 
contribution made by one member of a group is not equitable with that of other 
members. However, the current exercise challenged my position due to its timing. 
We had met once when some personal circumstances meant that I found myself in a 
caring role for both of my parents. I was unable to attend all of the meetings or 
contribute as fully to the group as I would have normally. The exercise became a 
very low priority, but other group members were extremely understanding about this. 
They were still able to include me and I felt I remained valued as a member, despite 
my absence from some meetings. This was an important experience for me in terms 
of learning to be good enough and contribute what I could, whilst accepting my 
limitations. It also compelled me to be more understanding towards others, who 
might not prioritise group work or be able to contribute as much as I would like them 
to. This is something that I will make an effort to be more considerate of in my work 
settings in the future.
Approaching the problem
This was our first cross-year problem-based learning (FBI) exercise and we 
did not know each other when we initially met as a group. However, we quickly found 
cohesion in response to one member’s suggestion that we should try to use humour 
to convey our messages in the presentation. The group also agreed with my 
suggestion that we could use our formulation skills to organise the material.
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This aspect of the group process emphasised the importance of finding points 
of agreement when a new group comes together. This can be very important in 
services, where I have found that groups of people compelled to work together can 
focus on points of difference or disagreement, resulting in inertia. Whilst it is 
important to consider and work through points of difference, this might be better 
achieved if the group has already developed some level of cohesiveness by finding 
points of shared understanding as a foundation upon which to build. However, it is 
also important not to assume that cohesiveness will impact on performance, as it 
might also be true that performance improves cohesiveness (Mullen & Copper, 
1994). I think that our performance did continue to increase our cohesiveness, but 
that this grew out of initial agreement.
Complex Information and perspectives
During our first discussion it was apparent we were holding in mind a broad 
range of issues at different levels of context, from the individual to societal. These 
levels could be thought of as concentric circles surrounding the individual at the 
centre, but could also be thought of in terms of the qualitative relations, where the 
individual not only sits within layers of influence, but also interacts with them (Cole, 
2005). It struck me that our ability to hold such issues in mind reflected development 
across the course of training. I was aware that my thinking about individuals has 
become far broader, considering the many contexts but also the issues that are of 
importance to services more generally. We wanted to convey this complexity in our 
presentation by representing various ‘stakeholders’ and incorporating the questions 
that they might ask clinical psychologists.
The ‘stakeholders’ included the National Institute for Clinical Excellence 
(NICE), service user and carer involvement. New Ways of Working, commissioners, 
and also ‘risk’. Whilst risk is not a stakeholder in the sense of being a body, we 
recognised it as exerting significant influence within mental health services and 
society more generally, and thus pertinent to consider.
At the individual level we actively considered a number of factors, including 
age, ethnicity, periods of transition, relationships, wider social networks, resources 
(which might be practical or emotional), strengths or abilities and difficulties. Towards 
the end of the exercise, we recognised that we had considered Mr. Nikolas’ age to a 
greater extent that his ethnicity. This could have resulted from the emphasis of the
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title of the exercise, which focused on working with people in ‘later life'. However, it 
might also have been the result of other processes, including the need to prioritise a 
vast amount of information. This has been my experience of working within services, 
but care needs to be taken when deciding on the prioritisation of some information, 
whilst paying heed to each of the stakeholders and their agendas.
Despite having considered Mr. Nikolas’ age more than his ethnicity, one 
group member reflected that our presentation did not reflect specific issues of 
working with older adults. My feeling was that we had considered the individual and 
his network, rather than imposing our views about what being an ‘older adult’ might 
mean beyond the possibility of dementia. I accept that we did not explicitly consider 
issues relating to ageing and this is something that the exercise has prepared me to 
consider as I move into my next placement.
Formulation as the basis for our presentation
In the context of post modernity, boundaries between disciplines and between 
‘professionals’ and service users are becoming more fluid (Biggs, 2000). However, 
countervailing pressures arise from the move towards increased efficiency in 
services and there is a sense that clinical psychologists need to demonstrate what 
distinguishes them from other professionals, reflected by the New Ways of Working 
programme (e.g. BPS 2007). Psychological formulation, although not exclusive to 
psychologists, is one point of distinction and is a ‘core competency’ that clinical 
psychologists are required to have (BPS, 2006). My suggestion to organise the 
material by developing formulations was set against this backdrop and influenced by 
reading Johnstone and Dallos (Eds, 2006) and Weerasekera (1996). Both offer ways 
of considering multiple perspectives and making meaning from vast quantities of 
information, which I have found useful in my practice and brought to the group.
Our presentation offered a range of different formulations from neurological, 
individual cognitive-behavioural, psychodynamic and systemic perspectives and 
demonstrated the heterogeneity of possible approaches. Each of them, if used in 
reality, would have given Mr. Nikolas a very different experience of working with a 
clinical psychologist. Another group highlighted a similar point: during their initial 
discussions they generated 16 hypotheses about Mr. Nikolas and his experiences. 
They reflected on their process of how their understanding evolved. I thought that this
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was very useful, but wondered whether there is time or space for ideas to evolve in 
such a way within the context of the NHS.
My instinctive response is that commissioners rarely appreciate the multiple 
perspectives and complex needs of people accessing mental health services, or the 
way in which clinical psychologists might work to evolve understanding. Something 
that I will take forward from this exercise is the need to find ways to collaboratively 
develop understanding within some time constraints, but also to communicate to 
those responsible for services that work with individuals cannot always fit within the 
arbitrary time constraints enforced within some services.
Our work emphasised the constructive nature of formulation, which is 
inevitably shaped by the clinical psychologists' theoretical orientation. Therefore, 
although a formulation might be developed collaboratively and be ‘meaningful’ for the 
client, it is still likely to be influenced by the knowledge and thinking of the 
psychologist. We discussed the importance of being aware of our own background 
and current position and how this might influence our clinical work.
This exercise reiterated the power differentials between client and 
psychologist in this process, as well as the need to consider all of the available 
information and not just that which best fits my understanding. I know that I am 
inclined towards systemic or cognitive-behavioural approaches over others, but it is 
important that I develop my knowledge and understanding of other approaches in 
order to broaden my own thinking. For Mr. Nikolas, not considering neuropsychology 
could mean that dementia went undetected, which demonstrates the significant 
potential consequences of developing a formulation within limited theoretical 
approaches. On the other hand, whilst taking a position of curiosity and tolerating 
ambiguity is likely to be useful initially, it is also important not to be overwhelmed by 
such diverse perspectives and explanations, which could be just as unhelpful for an 
individual and their family as one narrow perspective.
A critique of the way that we organised the work would be that dividing the 
different formulations between pairs meant that we did not all engage in the process 
of developing a formulation from each approach and seeing the benefits of each.
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Presenting information
It is fundamental that a clinical psychologist is able to present complex and 
often sensitive information to a range of people. We used the presentation as an 
opportunity to explore these issues. We chose to make the presentation entertaining 
in style, as a way of conveying the serious information discussed in a way that 
engaged the audience. Although our presentation style was not appropriate for a 
clinical setting, we did feel it was appropriate to have fun with the exercise and we 
received positive feedback about our presentation style. Whilst I might not take the 
style of presentation to my clinical work, I will take the message that it is important to 
make information engaging for your audience.
The presentations
Our presentation received positive feedback for bringing in organisational 
issues, which were not considered by other groups. However, other presentations 
focused on issues that we did not fully consider. For example, I do not thing that we 
had brought in the wider family system or considered issues of social stigma around 
ageing sufficiently.
Several groups focused largely on a systemic formulation. I reflected on two 
questions whilst watching them. The first was whether dementia could be ‘missed’ by 
psychologists taking a systemic approach, and whether they might lose the ‘bio’ from 
a ‘biopsychosocial’ approach. Although I imagine systemic practitioners would always 
consider the individual’s biological or neuropsychological needs, it is possible that 
these needs might be masked by systemic issues. As a less experienced 
practitioner, this is something that it is important for me to hold in mind when I begin 
my Older Adults placement.
The second question that arose came out of the use of the phrase ‘The 
problem is the problem, not the person’. I fully support such a view in my clinical work 
and find ideas of externalisation of the problem very useful. However, in the context 
of discussing dementia, this raised the question of whether such ideas might defend 
against acknowledging the disintegration of the ‘person’. The subtleties of the term 
could still mean that the problem is dementia, not the person who has it, but it is very 
challenging to externalise a problem that is organic and located within the individual.
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This is not a comfortable position, but one that I will need to give further 
consideration to within the context of my Older Adults placement.
Conclusion
My personal circumstances helped me to reflect on my usual approach to 
group work and other group members. The exercise was useful and compelled me to 
consider factors pertinent to my clinical practice, including the use of different 
psychological approaches, formulation more generally and organisational issues. 
Whilst all of these are applicable to clinical practice in all settings, it is a shame that I 
have not yet been able to reflect on the exercise in the light of experience within 
Older Adults services. I look forward to doing so when my placement begins in April.
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Title: Working with People in Later Life, their Families, and the Professional 
Network
Problem Based Learning Exercise
What is the problem? Who has the problem? What might happen?
Mr Nikolas is 69, and has been referred to the psychology department for 
assessment of his short term memory problems, and his needs for care. The 
allocated social worker thinks Mr Nikolas is not looking after himself properly -  his 
fridge has out of date food, his clothes are not well washed, and his toilet and 
bedding are unclean. His GP thinks he is managing well. During the period of 
assessment, Mr Nikolas’ son Alexander, accused Mrs Edwards of financial abuse 
against his father. Social services invoked the Court of Protection and his divorced 
wife agreed to manage his financial affairs. Mrs Edwards, his new non-residential 
partner, was asked by the family not to visit their father/ex-husband any more, in an 
angry doorstep confrontation at her home by the older son. Mrs Edwards contacted 
the same psychology service and asked for their help. Mrs Edwards gave her version 
of events to Mr Nikolas’ two older sisters, who both live abroad.
Some Background Information
Mr Nikolas is the son of a Russian Jewish émigré who married a white English east 
end Londoner. His father left his mother when he was seven and he had no 
subsequent contact. He was raised within the CofE tradition of Christianity, and holds 
a faith base. It was not until he was a mature adult that he learned of his father’s 
origins at the time of his mother’s death. He had always been told his father was an 
Englishman.
When he was 33, Mr Nikolas married a white English woman who was 15 years 
younger than him, from a Catholic background. She is not practising. They divorced 
at her instigation 6 years ago. She had spent the majority of their marriage in receipt 
of a diagnosis of major depression, with bouts of counselling, prolonged anti­
depressant medication use, and so on. Following the divorce, she was able to cease 
prescription medication use, took up local employment, and developed a new 
friendship circle. Her older son called her a ‘whore’ when he discovered she was 
seeing another man, romantically.
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So, Mr and Mrs Nikolas had two sons, Alexander and James, both now in their 
thirties. James lives abroad and does not keep much in contact with his father. 
Alexander is local, runs a small business and is married to a woman who struggles 
with eating distress and fears of contamination, such that she does not allow their 
two small children to play in the garden. The family do not discuss these matters.
Mr Nikolas has two older sisters, both of whom live in Australia and are not well 
enough to travel to the UK, but wish to be involved in decision making about the 
future care of their brother.
Mr Nikolas was devasted by the divorce and the need to sell the family home for the 
divorce settlement. He moved to a small property nearer his older son and two 
grandchildren. He spent a few years on his own, walking miles every day, and 
shunning company. Eventually a friend persuaded him to join a local history society 
and he became involved in escorting visitors and tourists around museums. There he 
met Mrs Edwards, a while English divorced woman, 2 years older than him. She is 
financially independent and owns her own home. She has FT employment with a 
stately home in the area, and was a children’s nanny most of her life. She has a 
chronic debilitating health condition that results in joint pains. She has no children 
and no living relatives. She has an active friendship group.
Mrs Edwards and Mr Nikolas became friends and then their relationship became 
romantic and sexually intimate. They have been together for 3 years. They kept their 
separate houses, and spent time in each other’s home. Mr Nikolas asked Mrs 
Edwards to marry him at the time the police instigated the removal of his driving 
licence. He had been struggling with short term memory problems, and when 
stopped at a police blockade where police were redirecting traffic, he refused their 
instructions and tried to drive on. The police officer recognised a ‘psychological’ 
problem and reported his behaviour to social services. The same police officer 
advised Mrs Edwards that Mr Nikolas needed medical attention. Mrs Edwards was 
uncertain and informed his older son who contacted social services. This resulted in 
the withdrawal of his licence and the confiscation of his car by his older son. His ex- 
wife was observed to drive this vehicle subsequently by Mrs Edwards.
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Prompt questions:
Who/what/where is the problem?
How to define the professional network? How might professional roles be defined 
under these circumstances?
How is leadership shown/to be shown within the professional network, and what 
might collaborative practice look like under these circumstances?
What is the role of the psychologist with respect to Mr Nikolas, his close family 
members, Mrs Edwards and the professional network?
What ethical issues need to be considered?
How is financial abuse to be defined?
The relationship between memory and depression?
The role of life events?
Impact of divorce on grown up children?
The Academic Tutor Team 
September, 2008
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Year 1 
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Summary of Case Discussion Group Process Account
Expectations prior to the group: I talk about my expectations prior to joining 
the case discussion group being focused on group content rather than 
process.
Group dynamics and diversity: I outline the contribution of the first problem 
based learning exercise to the development of group process and 
relationships, which encouraged respectful freedom of expression in the 
group. Issues of diversity are attended to, with emphasis on the benefits of 
bringing diverse experience and knowledge to clinical case discussions. I 
reflect on how the approaches of other group members encouraged me to be 
more reflective and increase my thinking about therapeutic process. The role 
of the facilitator is considered and parallels drawn with clinical practice.
Perceptions of my own contribution to the group: I reflect on my 
interpersonal style in group settings generally, my attempts to monitor this in 
the case discussion group and my reflections about how other group 
members may have perceived me.
Content of the group: I explore the benefits of discussing cases both cases 
and professional issues within the group.
The group process: The group process is considered with particular 
reference to the growth of confidence across the year and the feelings of 
safety within the group.
Personal and professional learning: The influence of the group on my 
personal development is considered in terms of how I relate to others and my 
expectations and experience. Finally, I reflect on the influence of the group on 
my professional learning and make links with clinical practice before 
concluding.
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Case Discussion Group Process Account II
Summary
Year 2 
July 2008
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Summary of Case Discussion Group Process Account II
Experiencing alternatives: I begin this account by reflecting on how different 
I felt the group to be in the second year compared to the first and how this led 
to me consider the limitations of the group during its first year. The importance 
of experiencing alternatives in order to develop clinical practice is highlighted. 
Connections are made to therapeutic work with individuals and the 
importance of experiencing alternatives, particularly outside the therapeutic 
environment, in order to develop understanding of potential.
The role of the facilitator: The role of the facilitator in the second year is 
thought about their style compared to the first facilitator of the group. I 
consider my learning about facilitator style in relation to what I wish to 
incorporate into my future clinical work with colleagues, service users and 
carers.
Group process: I reflect on the increased discussion about group dynamics 
within the group, with particular reference to group cohesiveness, and the 
impact of these discussions on my own personal and professional 
development.
Professional issues: There was much emphasis in the group on broader 
discussions of professional issues, such as the role of a clinical psychologist 
and experiences of working within a team.
Cases: I reflect on hearing about other group members’ experiences of 
clinical practice, my increased ability to discuss my own feelings about clinical 
work and the benefits of doing so.
For the future: Consideration is given to the growth of the group for the 
future before conclusions are draw
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An overview of clinical experience
Adult Mental Health Placement:
This placement was split between a Community Mental Health Team, Primary 
Care Mental Health Service and an Acute Inpatient Unit.
Clinical work with individuals: I undertook extended cognitive assessments 
with two individuals and gained experience of using standardised outcome 
measures in therapy. Risk assessment work was ongoing with all service 
users.
In the primary care setting I worked with males and females aged from 18 to 
80 years who were experiencing anxiety, depression, obsessive-compulsive 
disorder and overeating. I almost exclusively used cognitive-behavioural 
therapy. No work lasted longer than eight weeks, in line with the service 
model. Pre- and post-therapy assessments were used with all individuals.
In the Community Mental Health Team I worked with individuals experiencing 
psychosis, depression and anxiety. I used predominantly cognitive- 
behavioural therapy in a range of settings, including the Community Mental 
Health Team, individuals’ homes and in the community.
In the Acute Inpatient Unit I worked with an individual with a diagnosis of 
borderline personality disorder to reduce her distress and self-harm in relation 
to hearing voices.
Group work: I co-fadlitated a primary care cognitive-behavioural group for 
people with depression. In the Acute Inpatient Unit I co-facilitated groups for 
people experiencing psychosis.
Teaching and presentations: I delivered a presentation about paranoia to a 
team of psychologists; a presentation about service user and carer 
involvement to the multi-disciplinary primary care team; and presented results 
of an evaluation of the inpatient groups to both ward staff and a psychology 
team.
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Child. Adolescent and Family Placement:
This placement was based within a multidisciplinary Child and Adolescent 
Mental Health Team.
Clinical work with individuals: I undertook a number of cognitive 
assessments to contribute to multi-disciplinary assessments of autism 
spectrum disorders. I completed functional analyses of challenging behaviour. 
I was able to observe assessments within the specialist eating disorders clinic 
and the assessment clinic for children under five years of age. I worked with 
children aged between eight and 16 years of age, with a range of behavioural 
and emotional difficulties. I used cognitive-behavioural therapy, behavioural 
programmes and systemic therapy, always involving carers in the therapy.
Service evaluation: Together with two other trainees, I conducted an 
evaluation of assessment appointments from the perspective of parents.
Teaching and presentations: I gave presentations on the cognitive 
assessment of children with autism and on the use of email with mental health 
service users.
Learning Disabilities Placement: This placement was within a
multidisciplinary Community Learning Disabilities Team, with one session a 
week at the National Autistic Society.
Clinical work with individuals: I used standardised measures that had been 
adapted for people with learning disabilities. I carried out a number of 
cognitive assessments, including dementia assessments with individuals who 
had Down's Syndrome. I worked therapeutically with individuals aged from 19 
to 56 years, with a range of emotional and behavioural difficulties, in a range 
of settings including independent living, supported living and residential care 
homes.
Group work: I planned and co-facilitated a ‘Self-Esteem’ group for people 
with learning disabilities and Autism Spectrum Disorders. This was joint work 
with the National Autistic Society.
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Teaching and presentations: I co-facilitated training about Down’s 
Syndrome and dementia for carers at a day centre.
Advanced Competencies -  Forensic:
This placement was split between a High Security hospital for males and an 
Enhanced Medium / Medium Secure Service for women.
Clinical work with individuals: I carried out extended assessments with 
both males and females, using both interview and psychometric tools, 
investigating personality, psychological needs, cognitive functioning and risk. I 
undertook therapeutic work focusing on substance misuse relapse prevention, 
‘boundaries’ and ‘anger’, using systemic approaches.
Group work: I co-facilitated a brief cognitive-behavioural ‘thinking skills’ 
module of a ‘Quality of Life’ Group.
Teaching and presentations: I delivered training on service user and carer 
involvement and a presentation about boundaries.
Older Adults Placement:
This placement was based in an older adults psychology service providing 
input to community and inpatient services for people with both organic and 
mental health difficulties.
Clinical work with individuals: I carried out extended psychological 
assessments with both males and females, predominantly on an acute 
psychiatric ward. I undertook therapeutic work drawing on cognitive- 
behaviour, psychodynamic and systemic models. I also worked indirectly with 
staff teams, particularly through reflective practice and formulation groups with 
nursing staff.
Group work: I was involved in the introduction of Cognitive Stimulation 
Therapy to the inpatient ward for individuals with dementia and provided an 
evaluation of this programme.
Teaching: I delivered teaching to the multidisciplinary team on working with 
people delusions and to the psychology team about neuropsychology.
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Summary of Adult Mental Health Case Report I
Cognitive behaviour therapy with a man in his early thirties, presenting with 
obsessive thoughts about harm and compulsive checking behaviour.
Year 1
April 2007
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Cognitive behaviour therapy with a man in his early thirties, presenting with 
obsessive thoughts about harm and compulsive checking behaviour
Referral of the problem: Mr. Davison was a white, British male in his early 
thirties who was referred to primary care mental health services because of 
general anxiety, life events / adjustment issues and self-esteem issues.
Presenting problem: Mr. Davison reported his main problem to be a ‘debilitating’ 
fear of knives and the potential that a human being has to cause harm. He 
experienced intrusive thoughts and checking behaviours.
Assessment: Assessment included a self-assessment form, interviews. Clinical 
Outcome in Routine Evaluation, The Yale-Brown Obsessive Compulsive 
Symptom Checklist, The Beck Depression Inventory and The Beck Anxiety 
Inventory.
Initial formulation: An initial formulation was developed collaboratively, taking 
into account Mr. Davison’s history and experiences of loss. We conceptualised 
Mr. Davison’s experiences as being consistent with obsessive-compulsive 
disorder.
Action plan: The action plan was based on consideration of NICE guidelines and 
developed through discussion with Mr. Davison. Specialist supervision was also 
sought to guide the intervention.
Intervention: I saw Mr. Davison for seven one-hour cognitive-behavioural 
therapy sessions, held fortnightly.
Reformulation: The formulation was developed and expanded throughout 
therapy as new information came to light.
Outcome: Mr. Davison reported a reduction in the frequency of intrusive 
thoughts. He developed a number of skills, including learning to recognise and 
challenge his appraisal of intrusive thoughts and using progressive muscle 
relaxation to reduce stress and tension as a preventative technique. Self-report 
standardised measures all indicated a considerable reduction in difficulties.
A critical evaluation of the work is presented.
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Summary of Adult Mental Health Case Report II
An extended assessment of a woman in her forties reporting long-standing 
difficulties with memory and concentration.
Year 1
September 2007
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An extended assessment of a woman in her forties reporting long­
standing difficulties with memory and concentration
Referral of the problem: Ms. Braun was a white British female in her early 
forties who was referred for a cognitive assessment due to concerns 
regarding concentration and memory, dating back to childhood.
Presenting problem: Ms. Braun reported long-standing problems with 
concentration and memory and difficulty expressing herself in writing. Ms. 
Braun had a diagnosis of bipolar affective disorder.
Establishing a working alliance: The development of a working alliance with 
both Ms. Braun and her mother is discussed.
Initial assessment: An interview with Ms. Braun and a telephone interview 
with her mother.
Hypotheses: 1) Ms. Braun may have a neurodevelopmental disorder relating 
to attention; 2) Ms. Braun might have neuropsychological difficulties relating to 
bipolar disorder. 3) It was possible that Ms. Braun had localised cognitive 
impairments following brain trauma.
Testing: Ms. Braun completed the Wechsler Adult Reading Test, The 
Wechsler Adult Intelligence Scale III and The Wechsler Memory Scale III.
Results: Discrepancies between indices pointed towards a number of 
difficulties in specific areas of functioning and the possibility of an organic 
impairment of the brain. It was possible that the primary organic difficulty was 
a dyslexia, with any attention problems being secondary to this.
Recommendations: 1) Further neuropsychological testing to be sought if Ms. 
Braun wished. 2) The development of practical strategies to compensate for 
difficulties. 3) For Ms. Braun to address her anxieties about her daughter 
starting school, which were based on her own experiences of education.
Critique: A critique and reflections on the assessment are offered.
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Summary of Child and Adolescent Mental Health Case Report
Systemic therapy with a girl in her in her mid-teens, presenting with worries 
about moving towards independence.
Year 2
April 2008
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Systemic therapy with a girl in her mid-teens, presenting with worries 
about moving towards independence.
Referral: Sophie was a white British female in her mid-teens who was 
referred to the Child and Adolescent Mental Health Services because she was 
experiencing ‘panic attacks’. There was also some concern that she might be 
at risk of harming herself.
Presenting problem: Since referral, Sophie had not been experiencing 
panic, but still had concerns about growing up.
Assessment: Assessment had been conducted by other team members. Our 
first meeting entailed myself and my supervisor interviewing Sophie and her 
mother, both together and separately. Sophie also completed some pre- and 
post-therapy assessment measures.
Formulation: An initial formulation was developed using the model offered by 
Weerasekera. The limitations of this model are discussed. A systemic 
formulation was developed collaboratively throughout the work.
Intervention: Appointments were mostly held between myself and Sophie, 
with her mother joining us for the last 15 minutes. Sophie’s father joined us for 
the entirety of one session. We deconstructed the problem, sought 
exceptions, considered maintaining patterns and feedback loops, beliefs and 
explanations, emotions and attachments and contextual factors. I wrote 
therapeutic letters to Sophie after each session.
Reformulation: Myself and Sophie worked to synthesise all of the information 
to both develop a formulation.
Outcome: Sophie reported notable changes at the end of our work, which we 
recorded in a letter that she wrote to ‘Worry’. This was reflected by 
considerable reduction in Sophie’s scores on the post-therapy measures. A 
critical evaluation of the work and final reflection are also presented.
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Summary of Learning Disabilities Case Report -  Oral Presentation
A self-esteem group for people with learning disabilities and 
Autistic Spectrum Disorders 
Year 2 
September 2008
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A self-esteem group for people with learning disabilities and Autistic
Spectrum Disorders
Background to the group: The group was developed during a part- 
placement with the National Autistic Society in response to self-esteem being 
identified as an area of difficulty for many people accessing the National 
Autistic Society.
Self-esteem: A review of the literature on self-esteem is provided, together 
with consideration of its relevance to people with learning disabilities and 
Autism.
Rationale for a group: The rationale for the group was to increase people's 
self-esteem through interaction with others and the experience of group 
therapeutic factors. Inclusion and exclusion criteria are provided. Ethical 
issues are considered.
Assessment: The lack of appropriate measures for the client group is 
discussed, together with the limitations of the measure chosen. Assessments 
were conducted in individual interviews.
Group members: The group consisted of nine males and two females, aged 
between 20 and 56. They lived in a range of settings, including their own 
homes, parental homes, supported accommodation and residential 
accommodation. They had a variety of jobs, voluntary work or hobbies.
Group structure: The group consisted of ten weekly sessions of 90 minutes, 
with a break of 30 minutes. It was based on cognitive-behavioural principles, 
adapted to meet the needs of the group members.
Group process: Group process is considered in the presentation, with 
particular reference to self-esteem.
Reflections on the group: The challenges, benefits and rewards of the 
group are considered, together with feedback from group members.
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Summary of Advanced Competencies Case Report
An extended personality assessment with a man in his early twenties
Years 
April 2009
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An extended personality assessment with a man in his early twenties
Referral of the problem: Mr. Turnbull was detained on a Hospital Direction 
Order Section 45 of the Mental Health Act 1983 for the manslaughter of his 
father due to diminished responsibility and the attempted murder of his 
mother. He was approaching his earliest date of release and next Mental 
Health Tribunal and was referred for an assessment of his personality.
Presenting problem: Mr. Turnbull had been too young at the time of the 
offence to receive a diagnosis of personality disorder. The offence was the 
‘problem’ that brought him into contact with services, but the broader problem 
was that the offence was inexplicable. This posed difficulties in relation to 
assessment of his personality, future risk and determining which setting he 
should be held in -  hospital or prison.
Establishing a working alliance: Working alliance is considered throughout, 
with reference to the high security context in which the work took place and 
the challenges of establishing alliances with offenders.
Assessment: Assessment included interview, self-report psychometric 
measures of personality, schemas, and self-capacities, and a staff- 
observation measure.
Case discussion groups: I outline the use of case discussion groups to 
develop my thinking about the assessment.
Findings: Mr. Turnbull did not meet the criteria on the self-report
psychometric measures for diagnoses of personality disorder but obtained 
scores that were considered clinically significant. Staff reports highlighted no 
concerns.
Formulation: A formulation was developed through discussion with Mr.
Turnbull about the results of the psychometric measures.
A critical evaluation of the work and final reflection are presented.
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Research Log Checklist
Formulalmig hypotheses and Research qoestkms if
2 (Zagrying iDL& Bi jshiBctured Mberaturet sseamdh cRgrwg mfDrmsdmon 
technology and Remkm search tools
if
3 (Zntiiaalhf rEn,H?win(3 nekzvawtt INenabine arxj esmahrsdiigg regBBSumdh 
methods
i
4 Formutatmg specKIc research quesGons i
5 TAARGrwg lbrB3trE5BBEM%aa{pr8#X3sads
6 Writmg detailed research proposats/protocols V
7 Considering Issues related to ethical practice in research, including 
issues of diversÊty, and structuring plans accordir^ly
V
a Obtaining approval from a research ethics committee if
B OMammg appM^aÊesupewWon tdrresean^
10 Obtaining appropriate collaboxalion ta rrese^h 1f
11 Collecting data from research parhclpanfe if
12 Choosing appropriate design tor research qæstkms if
13 Writing patient information and consent forms if
14 Devising and administering questionnaires 4
IS NegotW&;g ag^ess to study p^t^pants m aR)l#ed NHS 4
16 Settmg up a data file i
17 Conducting statistical dafe analysis using SPSS i
16 Choosing appropriate statistical analyses 4
19 Preparing quantitative data for analysis 4
20 Choosing appropriate quantitative data analysis
21 ^«nmmismg resutts in figures and W)tes
22 Conducting semi-structured interviews if
23 Transcribing and analysing interview data using qualitative methods if
24 Choosing appropriate qualitative analyses i f
25 Interpreting results from quantitative and qualitalivB data analysts 4
Pre^Wing res^ch  # r;# ^s  m a vafWy of con^xts 4
27 a writt^ mpod on a  research 4
23 Defending own research decisions and analyses 4
29 Submitting research reports for publication in peeMevlewed 
journals credited book
4
30 Applymg research findings to clinical pradBce
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An evaluation of ‘stand-alone’ groups for psychosis on two inpatient wards:
A Service User 
Year 1 
July 2007
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Abstract
Context: There has been a call for increased therapeutic activity on acute 
inpatient wards (The Sainsbury Centre for Mental Health, 1998). Providing 
meaningful therapeutic interventions to dynamic inpatient populations 
presents challenges. ‘Stand-alone’ groups aim to overcome some of these 
challenges. At a local level, a programme of stand-alone groups was 
established specifically for service users experiencing psychosis. Objective: 
To evaluate the group programme from the perspective of the service users 
who attend them. Design: The evaluation used a non-experimental design. 
Participants: Twenty service users, 7 males and 13 females. All were 
inpatients on either the male or female psychiatric ward. Main Outcome 
Measures: Outcome was measured using the Group Evaluation Form 
(Russell & Moss-Morris, 2005). Analysis: Data were analysed using 
descriptive measures. Responses to open questions were analysed using 
content analysis. Results: Generally, participants reported more positive than 
negative factors related to group attendance. Content analysis produced three 
main themes: Active participation, group content and recommendations for 
future groups. Conclusion: The study supported the continued use of stand­
alone groups, and offers recommendations for further groups and research.
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introduction
At a national level, The Sainsbury Centre for Mental Health (1998) 
reported therapeutic interventions such as psychological therapies and social 
skills training to be rare or absent on acute psychiatric wards. This report 
highlighted the need for optimal use of hospital admissions, because of the 
intensity of resources for acute inpatient treatment and also because of 
sacrifices made by patients during admission.
A local service evaluation (Dwan & Russell, 2005) emphasised that service 
users wanted access to therapeutic groups to promote their recovery. A rolling 
programme of groups on both the male and female local inpatient wards was 
proposed (Openshaw et ai, 2005). This acknowledged the practical challenges of 
establishing therapeutic groups on wards, including providing continuous and 
meaningful therapeutic care to a dynamic population of individuals. To resolve such 
issues, the proposal used a model suggested by Yalom (1985) and implemented by 
Fell sand Sams (2004). This model offers ‘stand-alone’ groups as a therapeutic 
experience for individuals in acute in-patient psychiatric settings.
The primary purpose of the programme was to offer in-patients an 
introduction to group skills. One of the major goals of inpatient group therapy is to 
increase an individual's desire to continue therapy after discharge (Yalom, 1983). 
Brabender and Fallon (1993) argue that such a goal can be achieved in just one 
session. It was hoped that such an ‘introductory’ experience would enable service 
users to move on other groups being offered in the locality.
The first group programme to be run in the locality was a five-week 
programme called “Dealing with Stress”. Evaluation of this programme indicated that 
there were benefits of participating in the groups (Regan, 2006).
Following the first groups, another programme was established 
specifically for individuals experiencing psychosis. This decision fits with 
recommendations made by the British Psychological Society (2000, p. 58). 
Despite recognising the difficulties of implementing meaningful work in in­
patient settings, the British Psychological Society do not offer solutions to 
these challenges. The newly proposed group aimed to alleviate difficulties by 
offering groups using the aforementioned ‘stand-alone’ model.
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There are some specific considerations to be made when developing 
group therapy for inpatients experiencing psychosis. Yalom (1983) reports 
that individuals with psychosis require supportive and structured, reality-based 
group therapy. They are less likely to benefit if they disclose a great deal 
about themselves. It is important to have clear goals, but also to be clear 
about what are not the goals of the group. Scrimshaw and Bishop (1990) 
argue that a group would be ‘doomed to failure' if expected to ‘treat’ acute 
psychotic illness (p. 174).
Yalom (1983) distinguishes between team groups and level groups. 
The former are the result of random assignment to groups, e.g. individuals are 
assigned to a group as they are admitted, regardless of symptoms. The level 
group system divides groups into lower or higher levels. The lower level group 
tends to be supportive and focused, and targets acutely psychotic patients. 
Level groups have some important advantages, in that it can better suit the 
needs of individuals. The groups that are the focus of the present evaluation 
fit more closely with the level group system, in that they were structured 
groups for individuals experiencing psychosis.
These groups also fit closely with the educative model described by 
Brabender and Fallon (1993). This model highlights particular therapeutic 
factors, including group cohesiveness, instillation of hope, and universality -  
the discovery that problems are shared by others. The groups do not aim to 
eliminate symptoms, but to aid patients in managing their distress.
Research and evaluation are fundamental in ensuring effectiveness of 
service (The British Psychological Society, 2000). However, there are many 
difficulties in assessing the effectiveness of inpatient group psychotherapy 
(Kosters et. al., 2006). With shorter stays in hospital, it has become more 
difficult to isolate the effects of group psychotherapy (Kibel, 1993). In the 
present study the service wished to evaluate the groups at a local level. 
Because of the methodological difficulties of evaluating the effectiveness of 
inpatient group therapy, it was decided to conduct the evaluation from the 
perspective of the service users who accessed the groups.
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Setting
The evaluation took place on two acute wards of a psychiatric hospital 
-  one for males only, and the other for females only. A six-week rolling 
programme of groups was evaluated. The content of each group is based on 
cognitive behavioural principles, with each topic focusing on an issue relating 
to psychosis as follows:
Week One: Stress and Vulnerability
Week Two: Relapse Prevention
Week Three: Negative Thinking
Week Four: Thinking Distortions
Week Five: Coping with Voices
Week Six: Substance Misuse
A Clinical Psychologist and either an Occupational Therapist or a 
Trainee Clinical Psychologist facilitated the sessions. They were open to all 
individuals on the ward who were experiencing psychosis, but attendance was 
voluntary. Group sessions were held in a private room on each ward.
Objectives
1. To evaluate each individual group as rated by group participants.
2. To make recommendations for improvement.
Method
Design
The study used a non-experimental design.
Sample
All service users who attended the groups were offered the opportunity 
to participate in the evaluation. Some individuals attended more than one 
group and were interviewed more than once. However, for the purposes of 
this study in evaluating the experience of stand-alone groups, such cases 
have been counted as a new participant for each group they attended. A total 
of 31 service users attended the groups during the time of the evaluation and 
20 were interviewed, 7 males and 13 females. Participants were aged 
between 22 and 67 years, with a mean age of 45 years. Seventeen
114
Service Related Research Project
participants were White British, 2 were White Any other White background, 
and one was Black or Black British African.
Measures
Interviews were structured around the Group Evaluation Form (Russell 
& Moss-Morris, 2005) (See Appendix A). This form was designed as a self- 
report measure, but in the present research was used as an interview 
schedule. This was because of findings that some service users can have 
difficulty using it as a self report measure (Regan, 2006). The Group 
Evaluation Form has not been assessed with regards to reliability or validity.
Procedure
Service users attended groups voluntarily. At the end of each group, 
the facilitators informed the group members of the opportunity to take part in a 
brief interview for the purpose of the present study. For those who agreed to 
take part, consent was obtained verbally. All participants were reassured that 
responses would remain anonymous. Interviews were held in a private room 
and lasted approximately fifteen minutes. Participants' responses to the 
questions were recorded on the Group Evaluation Form.
Analysis
For the majority of the groups only one participant was interviewed, 
preventing the analysis of each stand-alone group individually. In addition, the 
majority of responses to the open-ended questions related to the general 
experience of the group, rather than specific content of individual groups. As a 
result, the analysis is largely cross group and focused on the more generic 
aspects of participation.
Quantitative data from the structured Group Evaluation Form was analysed 
using frequency counts. Responses to open-ended questions were analysed using 
content analysis. Content analysis enables researchers to sift through large volumes 
of data with relative ease in a systematic manner (Weber, 1990). Although content 
analysis seeks to identify categories that are exhaustive and mutually exclusive, this 
is not always possible when analysing human experience (Graneheim & Lundman,
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2004). This was found to be the case in the present study, and the categories 
identified here have some overlap between them.
Results
Frequency counts are presented in Table 1 for the words that participants 
agreed described the group. Percentage calculations for these frequency counts are 
presented in Table 2. In both cases, results are presented for males, females, and 
males plus females. Following gender differences observed in the literature (Regan, 
2006), it was hoped that statistical analyses could be undertaken to investigate 
whether significant gender differences in the data. However, this was not possible 
due to the small number of participants and the lack of independence among 
participants due to some individuals being interviewed more than once.
Results for statements and questions that participants were asked to rate are 
presented in Table 3. Ratings are grouped into ‘negative’ (1-2), neutral (3), and 
positive (4-5). For a breakdown of all ungrouped ratings and for results by gender, 
please see Tables 5 -16  (see Appendix B).
Responses to the open-ended questions were coded into categories 
and themes. Three main themes were identified as ‘Active Participation’,’ 
Group Content’ and ‘Recommendations for future groups’. These are 
presented together with the identified categories in Table 4.
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Table 1. Frequency counts for each of the descriptive words service users agreed 
described the group they attended.
Word Male Female Male and female
Useful 7 11 18
Helpful 6 11 17
Supportive 7 11 18
Uncomfortable 0 6 6
Encouraging 7 10 17
Boring 0 3 3
Difficult 0 6 6
Challenging 3 10 13
Too short 2 3 5
Informative 6 9 15
Frustrating 0 1 1
Irritating 0 2 2
Too formal 0 1 1
Friendly 7 12 19
Positive 7 9 16
Interesting 7 11 18
Useless 0 2 2
Too long 0 1 1
Too easy 0 4 4
Hopeful 7 8 15
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Table 2. Percentages for each of the descriptive words service users agreed 
described the group they attended.
Word
Male Female Male and female
Useful 100% 85% 90%
Helpful 100% 85% 89.5%
Supportive 100% 85% 90%
Uncomfortable 0% 46% 30%
Encouraging 100% 77% 85%
Boring 0% 23% 15%
Difficult 0% 46% 30%
Challenging 42% 77% 65%
Too short 29% 23% 25%
Informative 86% 69% 79%
Frustrating 0% 7% 5%
Irritating 0% 15% 10%
Too formal 0% 7% 5%
Friendly 100% 92% 95%
Positive 100% 75% 84%
Interesting 100% 85% 90%
Useless 0% 15% 10%
Too long 0% 7% 5%
Too easy 0% 31% 20%
Hopeful 100% 67% 79%
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Table 3. Results for the ratings of questions and statements about the group.
Question / Statement 1 -2 3 4 -5
How much have you enjoyed the group? 10.5% 15.8% 73.7%
How much have you learned from the group? 31.6% 10.5% 53.1%
The information content of the group? 15.8% 15.8% 68.4%
The support and interaction part of the group? 15.8% 21.1% 62.9%
The extent to which the group has given you 
skills to cope more effectively with daily life?
36.9% 21.1% 42.2%
The extent to which the group has given me skills 
to cope with my symptoms?
38.9% 16.7% 44.6%
Feelings of being accepted by a group 10.6% 15.8% 73.6%
Learning 1 am not the only one with my type of 
problem
26.3% 10.5% 63.1%
Learning strategies about how to cope with life 
problems
31.6% 10.5% 52.6%
Learning how to express my feelings 15.8% 36.8% 47.4%
Learning why 1 feel the way 1 do. 31.6% 21.1% 42.2%
Receiving encouragement from others who have 
solved problems similar to mine
27.8% 11.1% 61.1%
Key to ratings:
1 = Very negative; 2 = Negative; 3 = Neutral; 4 = Positive; 5 = Very positive
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Table 4. Results of Content Analysis (Numbers of participants who commented on 
each category provided in parentheses).
Theme: 
Active Participation
Theme: 
Group Content
Theme: Recommendations 
for Future Groups
Nothing difficult or 
challenging (12)
Strategies helpful (4) More groups for other people 
/ increased attendance (7)
Nothing unhelpful (12) Content applicable to self (3) No recommendations for 
future groups (3)
Helpful to talk (7) Interesting and informative 
(3)
More focus on strategies (3)
Feeling understood and 
supported by facilitators and 
group members (4)
Writing information helpful 
(2)
More focus on symptoms (1)
Building relationships 
through sharing information 
(3)
Discussion of stigma as 
helpful (2)
Other people found it difficult 
(3)
Content not applicable to self 
(1)
Emotional arousal (3) Difficulty with breathing 
exercise (1)
Sharing information 
challenging (2)
Mixing with others helpful (1)
Facilitator perceived as 
unhelpful (2)
Unhelpful to talk (1)
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Discussion
Generally, participants reported more positive than negative feelings 
regarding group participation. The majority of participants reported group 
therapeutic factors such as universality and the instillation of hope. 
Responses to open-ended questions suggested that there were helpful 
aspects of the groups related to both group content and the process of 
participation. Twelve participants suggested that there was nothing unhelpful 
about the groups. For a small number of participants, there were unhelpful 
aspects of both group content and process.
Frequency counts if for the descriptive words endorsed by service 
users indicate some gender differences, although it was not possible to 
analyse the statistical significance of these differences. Also, it is possible 
that these differences were a reflection of participants' level of illness rather 
than gender. Some participants suggested there were differences between 
group members' ability to stay in the group and benefit from it because of 
differing levels of distress. This possibly supports Yalom’s (1983) level model 
of groups. However, it is difficult to know at this stage how somebody would 
be assessed as being able to take part in a group. At present, nursing staff 
suggest who is considered able, but there is no formal assessment process. 
In addition, there might be implications for how people perceive their own 
circumstances and each others if assigned to ‘levels’. Further investigation is 
required to develop an understanding of potential differences between group 
members, whether based on gender or other factors.
The results suggest that participants felt other people on the ward 
would have benefited from joining the group. Given that the majority of 
participants reported that there had been nothing unhelpful about the groups, 
it would appear that others might benefit from attendance. Increased 
attendance could go some way to optimising inpatient stays as suggested by 
the Sainsbury Centre for Mental Health (1998). Although the present research 
does not offer suggestions for how to involve more individuals in groups, this 
could benefit from further research.
One participant suggested that groups should be compulsory. Another 
suggested that offering an incentive of food (such as doughnuts) might
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encourage attendance. Following this feedback, facilitators tried this to 
establish whether it would increase attendance. It did not increase attendance 
and on two occasions when food was offered, the group was cancelled due to 
lack of interest. Whilst this was an interesting experiment, there are some 
ethical considerations that would need to be made if such incentives were 
used in the future. For example, will groups be more or less effective if people 
are there in response to incentives. Also, should unhealthy food be offered to 
people who are often already gaining weight because of the side effects of 
medication and the generally sedentary lifestyle of a psychiatric ward?
Finally, it is worth noting that participants did not comment on the 
groups being ‘one off or ‘stand-alone’. While some suggested that they would 
like more groups of a similar nature, participants generally indicated that the 
groups had been neither too long nor too short. Overall, the results seem to 
suggest that stand-alone groups based on educative and cognitive- 
behavioural principles can be beneficial for individuals
Limitations
The present research does not take account of the views of some 
group members because they were not interviewed. This could have offered 
additional information about the experience of the groups. Unfortunately, 
some interviews were not conducted until several days after the groups had 
taken place, which may have limited data collected. In addition, some 
participants may have had difficulty recounting their experiences during 
interview because of the effects of medication or because they were, for 
example, hearing voices. For three participants, the researcher had also co­
facilitated the group. This may have been have influenced participants to offer 
responses they felt to be socially desirable, despite participants being invited 
to give open responses.
Unfortunately, there was some difficulty recruiting service users to 
attend the groups. During some weeks it was not possible to recruit any 
service users to groups. Where recruitment was possible, numbers tended to 
be two or three people per group. It was also difficult to recruit participants for
122
Service Related Research Project
the evaluation, due to people being discharged, on leave, or not wanting to 
participate.
The present study aimed to overcome some of the difficulties with the 
Group Evaluation Form (Appendix A) found by Regan (2006). Participants did 
not appear to have difficulty responding to the items when the form was used 
as an interview schedule, rather than a self-report measure. However, the 
form has not been measured for reliability or validity, which is a limitation of 
this study.
Two limitations of the study are based on what it did not gather information 
about. Given the primary aim of the group programme is to encourage participants to 
take part in other therapeutic groups following discharge, the study is limited in that it 
did not measure this. In addition, the present research did not study why service 
users often declined the invitation to attend the groups.
Recommendations
1. To continue to provide opportunities for group involvement on the 
wards, and to seek to increase attendance.
2. To consider how people experiencing different levels of distress might 
view groups, and how groups might cater for differing levels of need.
3. To investigate why service users might feel reluctant to participate in 
groups.
4. To undertake longer-term investigation into whether participation in 
groups on inpatient wards increases the likelihood of individuals 
attending therapeutic groups following discharge from hospital.
5. To further investigate whether gender is a significant factor in 
influencing individuals' experiences of the group and to potentially 
adapt groups in response to findings.
6. To measure the reliability and validity of the Group Evaluation form 
(Appendix A) if it is to be used again.
7. The researcher omitted to offer participants feedback of the evaluation. 
Whilst feedback can be given if participants are still on the wards, it is 
recommended that any future evaluations make arrangements to offer 
feedback to participants who have been discharged by the time of 
completion.
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Feedback to the service
At the time of writing, arrangements are being made to meet with as many of 
the nursing staff on the wards as possible, in order to provide feedback in the 
form of a presentation. The report will also be made available to both staff and 
current inpatients. Arrangements have also been made to share the results at 
the next monthly meeting of psychologists, held on the July 2007.
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Appendix A 
Group Evaluation Form
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GROUP EVALUATION FORM
Group Attended:
Please spend a few  minutes letting us know how you found the group. This will help us plan future groups 
1) Which of the following words describes your feelings towards the group?
2)
Useful Boring Frustrating Interesting
Helpful Difficult Irritating Useless
Supportive Challenging Too Formal Too Long
Uncomfortable Too Short Friendly Too Easy
Encouraging Informative Positive Hopeful
2) Please rate the group on the following © ©
a) How much have you enjoyed the group 1 2 3 4 5
b) How much have you learnt from the group 1 2 3 4 5
c) The information content of the group 1 2 3 4 5
d) The support and interaction part of the group 1 2 3 4 5
e) The extent the group has given me skills to cope 
more effectively with daily life
1 2 3 4 5
f) The extent the group has given me skills to cope 
with my symptoms.
1 2 3 4 5
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3) The statements below describe things other people have found useful about being 
in a group. Please rate how much they apply to you
a) Feelings of being accepted by a group 1 2 3 4 5
b) Learning 1 am not the only one with my type of 
problem
1 2 3 4 5
c) Learning strategies about how to cope with life 
problems
1 2 3 4 5
d) Learning how to express my feelings 1 2 3 4 5
e) Learning why 1 feel the way 1 do. 1 2 3 4 5
f) Receiving encouragement from others who have 
solved problems similar to mine
1 2 3 4 5
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4) General Feedback about the group
>  Anything you found particularly helpful.
>  Anything your found particularly unhelpful
>  Anything you found particularly difficult or challenging
y  Any recommendations or ideas fo r  future groups.
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Appendix B
Breakdown of results for the ratings of questions and statements about the group,
including breakdown by gender.
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Table 6. Percentages of ratings of question two by female participants''
Question 2 1 2 3 4 4.5 5
How much have you enjoyed the 
group?
16.7 25 41 8.3 0 8.3
How much have you learned from 
the group?
25 8.3 0 41.7 0 25
The information content of the 
group?
16.7 8.3 8.3 25 16.7 16.7
The support and interaction part of 
the group?
8.3 8.3 25 16.7 8.3 33.3
The extent to which the group has 
given you skills to cope more 
effectively with daily life?
33.3 8.3 16.7 25 0 16.7
The extent to which the group has 
given me skills to cope with my 
symptoms?
36.4 9.1 18.2 27.3 0 9.1
Table 6 Percentages of ratings of question two by female participants, grouped into 
negative (1-2), neutral (3), and positive (4 -  5)
Question 2 1 -2 3 4 -5
How much have you enjoyed the group? 41.7 41 16.6
How much have you learned from the group? 33.3 0 66.7
The information content of the group? 25 8.3 58.4
The support and interaction part of the group? 16.6 25 58.3
The extent to which the group has given you skills 
to cope more effectively with daily life?
41.6 16.7 41.7
The extent to which the group has given me skills 
to cope with my symptoms?
45.5 18.2 36.4
’ Where participants wished to use half-points to rate a statement, the half-point is included in the table
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Table 7 Percentages of ratings of question three by female participants .^
Question 3 1 2 3 4 5
Feelings of being accepted by a group 8.3 8.3 16.7 41.7 25
Learning 1 am not the only one with my 
type of problem
25 0 8.3 41.7 25
Learning strategies about how to cope 
with life problems
33.3 0 8.3 25 33.3
Learning how to express my feelings 25 0 33.3 25 16.7
Learning why 1 feel the way 1 do. 25 8.3 25 16.7 25
Receiving encouragement from others 
who have solved problems similar to 
mine
9.1 18.2 18.2 27.3 27.3
Table 8 Percentages of ratings of question three by female participants grouped into 
negative (1-2), neutral (3), and positive (4 -  5).
Question 3 1 -2 3 4 -5
Feelings of being accepted by a group 16.6 16.7 66.7
Learning 1 am not the only one with my type of 
problem
25 8.3 66.7
Learning strategies about how to cope with life 
problems
33.3 8.3 58.3
Learning how to express my feelings 25 33.3 41.7
Learning why 1 feel the way 1 do. 33.3 25 41.7
Receiving encouragement from others who have 
solved problems similar to mine
27.3 18.2 54.6
Where participants wished to use half-points to rate a statement, the half-point is included in the table
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Table 9 Percentages of ratings of question two by male participants .^ 
MALE:
Question 2 1 2 3 3.5 4 5
How much have you enjoyed the 
group?
0 0 0 0 28.6 71.4
How much have you learned from 
the group?
28.6 0 28.6 0 28.6 14.3
The information content of the 
group?
0 0 28.6 0 28.6 42.9
The support and interaction part of 
the group?
14.3 0 14.3 0 28.6 42.9
The extent to which the group has 
given you skills to cope more 
effectively with daily life?
28.6 0 28.6 14.3 14.3 14.3
The extent to which the group has 
given me skills to cope with my 
symptoms?
28.6 0 14.3 14.3 28.6 14.3
Table 10 Percentages of ratings of question two by male participants grouped into 
negative (1-2), neutral (3), and positive (4 -  5).
Question 2 1 -2 3 4-5
How much have you enjoyed the group? 0 0 100
How much have you learned from the group? 28.6 28.6 42.9
The information content of the group? 0 28.6 71.5
The support and interaction part of the group? 14.3 14.3 71.5
The extent to which the group has given you skills 
to cope more effectively with daily life?
28.6 28.6 42.9
The extent to which the group has given me skills 
to cope with my symptoms?
28.6 14.3 57.2
Where participants wished to use half-points to rate a statement, the half-point is included in the table
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Table 11 Percentages of ratings of question three by male participants''.
Question 3 1 2 3 3.5 4 4.5 5
Feelings of being accepted 
by a group
0 0 14.3 0 28.6 0 57.1
Learning 1 am not the only 
one with my type of problem
28.6 0 14.3 0 28.6 0 28.6
Learning strategies about 
how to cope with life 
problems
28.6 0 14.3 14.3 28.6 0 14.3
Learning how to express my 
feelings
0 0 42.9 0 14.3 0 42.9
Learning why 1 feel the way 1 
do.
28.6 0 14.3 0 28.6 14.3 14.3
Receiving encouragement 
from others who have solved 
problems similar to mine
28.6 0 0 0 28.6 0 42.9
Table 12 Percentages of ratings of question three by male participants 
grouped into negative (1-2), neutral (3), and positive (4 -  5).
Question 3 1 -2 3 4 -5
Feelings of being accepted by a group 0 14.3 85.7
Learning 1 am not the only one with my type of 
problem
28.6 14.3 57.2
Learning strategies about how to cope with life 
problems
28.6 14.3 57.2
Learning how to express my feelings 0 42.9 57.2
Learning why 1 feel the way 1 do. 28.6 14.3 57.2
Receiving encouragement from others who have 
solved problems similar to mine
28.6 0 71.5
Where participants wished to use half-points to rate a statement, the half-point is included in the table
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Table 13 Percentages of ratings of question two by male and female participants®
Question 2 1 2 2.5 3 3.5 4 4.5 5
How much have you 
enjoyed the group?
10.5 0 0 15.8 0 36.8 5.3 31.6
How much have you 
learned from the group?
26.3 5.3 0 10.5 0 36.8 0 21.5
The information content of 
the group?
10.5 5.3 0 15.8 0 26.3 10.5 31.6
The support and 
interaction part of the 
group?
10.5 5.3 0 21.1 0 21.1 5.3 36.5
The extent to which the 
group has given you skills 
to cope more effectively 
with daily life?
31.6 5.3 0 21.1 5.3 21.1 0 15.8
The extent to which the 
group has given me skills 
to cope with my 
symptoms?
33.3 5.6 0 16.7 0 5.6 27.8 11.2
Table 14 Percentages of ratings of question two by male and female participants 
grouped into negative (1-2), neutral (3), and positive (4 -  5).
Question 2 1 -2 3 4 -5
How much have you enjoyed the group? 10.5 15.8 73.7
How much have you learned from the group? 31.6 10.5 53.1
The information content of the group? 15.8 15.8 68.4
The support and interaction part of the group? 15.8 21.1 62.9
The extent to which the group has given you skills 
to cope more effectively with daily life?
36.9 21.1 42.2
The extent to which the group has given me skills 
to cope with my symptoms?
38.9 16.7 44.6
 ^Where participants wished to use half-points to rate a statement, the half-point is included in the table
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Table 15 Percentages of ratings of question three by male and female participants®.
Question 3 1 2 3 3.5 4 4.5 5
Feelings of being 
accepted by a group
5.3 5.3 15.8 0 36.8 0 36.8
Learning 1 am not the 
only one with my type of 
problem
26.3 0 10.5 0 36.8 0 26.3
Learning strategies 
about how to cope with 
life problems
31.6 0 10.5 0 26.3 0 26.3
Learning how to express 
my feelings
15.8 0 36.8 0 21.1 0 26.3
Learning why 1 feel the 
way 1 do.
26.3 5.3 21.1 0 21.1 5.3 21.1
Receiving
encouragement from 
others who have solved 
problems similar to mine
16.7 11.1 11.1 0 27.8 0 33.3
Table 16 Percentages of ratings of question three by male and female participants 
grouped into negative (1-2), neutral (3), and positive (4 -  5).
Question 3 1 -2 3 4 -5
Feelings of being accepted by a group 10.6 15.8 73.6
Learning 1 am not the only one with my type of 
problem
26.3 10.5 63.1
Learning strategies about how to cope with life 
problems
31.6 10.5 52.6
Learning how to express my feelings 15.8 36.8 47.4
Learning why 1 feel the way 1 do. 31.6 21.1 42.2
Receiving encouragement from others who have 
solved problems similar to mine
27.8 11.1 61.1
Where participants wished to use half-points to rate a statement, the half-point is included in the table
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R e ^  ^  ReplylD^^ Fmward = X  ! Ckae } .#  Help
#  You replied on 27/04/2009 18:56.
From: 8%'erieyiVioss-Monie [Beyeriey.Moss-Morris@sabp.f3hs.uk]
To- Tickle AC Miss (PG/R - Psychology']
' ARschments:
Dear Anna
1 am happy to confirm that you fed back the results of your SRRP to the staff on the 2 inpatient wards at the Noel Lavin Unit.
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Towards a theory of teachers' knowledge of the use of Anti-Social 
Behaviour Orders with children aged 1 0 -1 6  years old
Introduction: Anti-social behaviour orders (ASBOs) were introduced in the 
Crime and Disorder Act 1998 and can be imposed on anybody aged 10 years 
or older. Between June 2000 and December 2005, 3997 ASBOs were issued 
to children aged between 10 and 17 years in England and Wales. There have 
been some attempts to involve teachers in a wider response to anti-social 
behaviour, but no investigation into teachers’ knowledge of antisocial 
behaviour or the current measures used to address it. The present research 
sought to explore teachers’ knowledge.
Method: An opportunity sample of three female secondary school teachers 
participated in semi-structured interviews. A grounded theory approach was 
used to analyse the data.
Results: 12 categories were derived through the process of grounded theory, 
with Teachers’ perceived knowledge’ as the core category. Participants did 
not have a strong understanding of ASBOs and their use with children but had 
beliefs about ASBOs and the impact they might have on the individual, the 
school and society. Participants indicated a desire for more knowledge.
Discussion: The results are considered in the context of existing theories 
about teachers’ beliefs and construction and use of knowledge. The use of 
grounded theory is discussed and the research is evaluated.
Conclusion: The preliminary findings suggest that teachers have limited 
knowledge of ASBOs, but that they may desire to learn more in order to 
improve the effectiveness of the use of ASBOs. Much work remains and it is 
hoped that the present study might initiate further interest in this area.
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Abstract
Introduction: Recovery approaches to mental health difficulties have gained 
prominence within mental health services but are challenged by a parallel 
increase in the prominence of issues of risk. Clinical psychologists have a 
strong presence in mental health services, with a growing emphasis on their 
role in service leadership, management and organisation and therefore could 
be influential in relation to services becoming recovery-oriented. The present 
research investigated the possibilities and limitations of adopting recovery 
approaches from the perspective of clinical psychologists. Method: A 
grounded theory approach was used to interview and analyse data from 
eleven clinical psychologists working within adult mental health services. 
Results: The exploratory approach led to the construction of four descriptive 
categories: Influences; Stakeholders; Working with risk; and The meaning of 
recovery. Three theoretical categories were then developed to try to explain 
the data. These emphasised the role of Changing cultures in mental health 
services, Dominant and marginalised concerns, and Professional conflicts and 
dilemmas in contributing to possibilities or limitations of adopting recovery 
approaches. Conclusion: It appeared that the clinical psychologists’ ability to 
work in recovery-oriented ways is limited because of the way in which 
services perceived and responded to risk. However, the implications for 
practice included ideas about what might help increase the possibilities for 
adopting recovery approaches.
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Introduction
The present report derives from a study conducted in 2008 - 2009 of 
the perceptions of ‘risk’ and ‘recovery’ among clinical psychologists from two 
NHS Trusts in England. The research aimed to investigate the possibilities 
and limitations of adopting recovery approaches, as seen by participants, 
based on their views of the nature and levels of associated risk. To introduce 
the study, the literature pertaining to recovery approaches to mental health is 
reviewed, with focus on the emergence of these approaches, what may or 
may not constitute recovery, and critiques of their incorporation into mental 
health services. Connections are then made between recovery approaches 
and issues of risk. Consideration is given to the use and understanding of the 
notion of risk within society generally, the National Health Service and adult 
mental health services.
The emergence of the concept of recovery
In the 1990s an increasing number of individuals who were making a 
journey of recovery from severe and enduring mental health problems started 
to share their narratives (Deegan, 1996a). These narratives emerged in 
parallel to research that challenged the historical view that people with mental 
health problems were not expected to recover (Jacobson and Greenley 2001), 
by indicating that outcomes were heterogeneous (Carpenter & Kirkpatrick, 
1988). For example, Harrison et al. (2001) concluded that schizophrenia and 
related psychoses were episodic disorders, with a favourable outcome for a 
significant proportion of individuals.
It is important to acknowledge that the concept of recovery might be 
influenced by many issues, including socio-economic conditions (Warner, 
2004). However, people who experience severe mental health problems, their 
carers and clinicians can think beyond the ‘chronicity paradigm’ that 
dominated the thinking of the 20^ *^  century (Harrison et ai, 2001). Longitudinal 
studies, autobiographical accounts, theoretical articles and qualitative studies 
have led to new thinking about recovery (Noiseux & Ricard, 2008). In the 
wake of such evidence and reappraisal, use of the term ‘recovery’ became 
pervasive in adult mental health literature, services and policy documentation.
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Growing interest in recovery could be seen as both resulting from, and 
leading towards further fundamental changes to the way adult mental health 
services operate. Services have been developing accordingly in the USA (e.g. 
Frese et al., 2001) and promoted in the UK, for example in a joint position 
paper from the Royal College of Psychiatrists / the Social Care Institute for 
Excellence / Care Services Improvement Partnership (RCP / SCIE / CSIP, 
2007). This represents a radical change from past practice, replacing 
paternalistic, illness-oriented services with collaborative approaches that 
promote the active participation and autonomy of those who use them 
(Sowers, 2005). This includes recognition of the power and responsibility of 
the service user, who has traditionally been afforded an almost entirely 
passive and subordinate role (Roe & Davidson, 2008).
What is ‘recovery’?
As the concept of recovery is increasingly claimed within mainstream 
policy there is a risk that it will lose its radical potential for change (Fawcett & 
Karban, 2005) and that a reductive understanding of the concept will inform 
the implementation of services (Noiseux et al., 2009). For example, the 
Department of Health (2001) document ‘Journey to Recover/ promotes the 
use of the term but avoids discussion about its meaning. Yet, Bellack (2006) 
argues that recovery can be defined so stringently that it becomes an 
impossible goal, or so broadly as to make its achievement unimportant. 
Several authors have offered broader explanations of recovery, based on 
themes or principles thought to comprise it (e.g. RCP / SCIE / CSP, 2007; 
Shepherd et al., 2008). These recognise the complexity of recovery but could 
contribute to it being seen as an abstract concept underpinned by abstract 
principles.
So despite gaining prominence as a guiding principle for mental health 
services, there is still debate regarding what recovery is and is not. Recovery 
is referred to as a 'model' (Frese et al., 2001), ‘concept’ (Beale & Lambric, 
1995), ‘paradigm’ (Allott & Loganathan, 2002) and ‘vision’ (Anthony, 1993). As 
Jacobson and Greenley (2001, p.482) suggest, recovery is:
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‘variously described as something that individuals experience, 
that services promote, and that systems facilitate, yet the 
specifics of exactly what is to be experienced, promoted or 
facilitated -  and how -  are often not well understood either by 
the consumers who are expected to recover or by the 
professionals and policy makers who are expected to help 
them'.
In addition, the application of ideas relating to recovery are likely to be 
influenced by different values held, legitimately, by individual service users, 
providers, carers, or other parties (Bellack, 2006).
It is now widely accepted that recovery approaches do not require 
‘cure’ or ‘clinical recovery’. Davidson and Roe (2007) recognise the distinction 
between recovery ‘from’ and recovery ‘in’ mental illness, arguing these can 
occur separately or co-exist within any one person. Although clinical recovery 
might be an outcome, an individual may continue to experience distress whilst 
also achieving a ‘personal’ or ‘social’ recovery, which encompasses broader 
domains than those traditionally considered by services to indicate recovery. 
In line with this, the ongoing use of services is seen to have a ‘rightful place’ 
within the context of ‘having a normal life’ as part of recovery (Borg & 
Davidson, 2008).
The extent to which recovery is a process or an outcome is an 
important consideration. Allott and Loganathan (2002) suggest that it is both, 
while Deegan (1996a, 1996b) clearly states that recovery is not an end 
product or result. She refers to it as a journey or slow and deliberate process, 
which is not linear and which is unique to each person. This view is supported 
by a frequently cited definition offered by Anthony (1993), who describes 
recovery as:
‘a deeply personal, unique process of changing one’s attitudes, 
values, feelings, goals, skills and roles. It is a way of living a 
satisfying, hopeful and contributing life, even with the limitations 
caused by illness. Recovery involves the development of new
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meaning and purpose in one’s life as one grows beyond the 
catastrophic effects of mental illness.’
However, if any of those limitations are permanently overcome, that 
would constitute an ‘outcome’, suggesting that it can, variously, be either or 
both.
In an attempt to understand and define recovery, some authors have 
focused on specific dimensions or constructs relating to the life experiences of 
service users. For example, Corrigan and Ralph (2005) consider recovery to 
comprise three constructs: spontaneous recovery that occurs without 
treatment; recovery that results from participation in services and treatment; 
and recovery that reintroduces the idea of hope in understanding mental 
illness, meaning that a person’s life need not be restricted to institutions 
because of a diagnosis of mental illness. Resnick et al. (2004) suggest that 
recovery comprises the dimensions of life satisfaction, hope and optimism, 
knowledge about mental illness and services, and empowerment. Similarly, 
Andresen et al. (2006) suggest that recovery comprises four component 
processes: finding and maintaining hope, reestablishment of a positive 
identity, finding meaning in life, and taking responsibility for one’s life. They 
suggest that these processes occur in five stages: moratorium, awareness, 
preparation, rebuilding and growth. These few examples highlight the 
complexity of emergent attempts to define or operationalise the concept of 
recovery.
The quest for a shared definition of recovery is understandable in the 
context of service users expressing views of how services should operate and 
services attempting to develop a concerted orientation towards recovery. 
However, it is unlikely that a shared definition of such a complex concept can 
be achieved any time in the near future. Based on the literature and clinical 
experience, the author endorses aspects of several posited definitions of 
recovery rather than any one model. In order for an individual to truly engage 
with ‘recovery’, it is vital that they define it in a way that is meaningful to them. 
This is consistent with the basic values of respect and collaboration, as 
imposing a view of ‘recovery’ on an individual would be at best disrespectful
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and at worst oppressive. When defined by the individual, recovery may be 
seen as a process or an outcome, with the latter more likely to indicate 
recovery ‘from’, rather than ‘in’, mental health problems. For those who 
continue to experience distress, recovery may remain an ongoing process 
that they engage in without necessarily having a foreseeable outcome. In this 
sense, recovery refers to the individual developing a life that is meaningful to 
them. The author’s clinical experience has suggested that such a process 
may begin with a review of personal values or priorities in response to having 
the lived experience of psychological distress. Some individuals have neither 
the need nor desire to access mental health services, while for others such 
services will be key to a process of recovery. Indeed, the author knows many 
people for whom being a ‘service user’ has become very much a part of their 
identity and contributing to the development of mental health services has 
given them new meaning and purpose and played a significant role in their 
recovery as they have chosen to define it.
The RCPI SCIE I OSIP, (2007) themes of recovery
RCP / SCIE / OSIP (2007, p.5) list 15 key themes of recovery 
(Appendix A). However, while the values and ethos promoted by these 
themes seem appealing in light of the recent thinking about recovery, there is 
arguably a lack of guidance about how practitioners might incorporate them 
into their work. In addition, although the themes may already be fundamental 
to good practice for many, others will require a considerable shift in attitudes 
and approach to work collaboratively with service users towards shared goals 
through personal change processes. Such collaboration may require a 
change in the way professionals are positioned, challenging the power they 
have previously held. Furthermore, this shift in positioning, roles, and 
relationships would be needed not only by individual practitioners but across 
whole services, which might have to undergo significant developments in their 
culture in order to strive towards becoming ‘recovery-oriented’. In relation to 
the focus on the research being reported here, the fifteenth theme could pose 
particular challenges in working to achieve this:
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‘In order to support personal recovery, services need to move beyond 
the current preoccupations with risk avoidance and a narrow 
interpretation of evidence based approaches towards working with 
constructive and creative risk-taking and what is personally meaningful 
to the individual and their family.
Within this study attention is given to the nature of risk, risk avoidance, 
and risk taking among clinical psychologists, in order to understand their 
perceptions of the problems and potentials of moving towards recovery 
services that are ‘personally meaningful to the individual and their family'.
Critiques of ‘recovery’ approaches and their incorporation into mental 
heaith services
RCP / SCIE / CSIP (2007) suggest that people who use services can 
‘misuse’ the concept of recovery, feel threatened by the concept, present the 
appearance of being ‘recovered’ in order to be discharged from services, or 
might believe that they are unable to recover. From another perspective. 
Shepherd et al. (2008) speak of a ‘consumer backlash’ against recovery 
approaches, based on the perception that they are used as a rationale to 
reduce services and benefits and force people into employment. However, the 
literature is largely lacking critiques from people who access services, which 
could serve to significantly develop understanding and application of recovery 
approaches. This section is thus based on literature from mental health 
professionals or policy makers.
Few people openly argue against the vision of hope offered by 
recovery approaches, but it is not without detractors. Peyser (2001) argues 
that there is no evidence that recovery—oriented services will impact the 
course of ‘mental illness’, suggesting that the approach may at times lack 
therapeutic usefulness and could interfere with treatment. While recovery 
approaches have grown out of the evidence that people do recover from 
severe mental health problems, some professionals are unlikely to be 
convinced by recovery-oriented approaches without ‘scientific’ evidence of 
their worth. Grove (2008, p.9) suggests that the linking of scientific controlled 
trials and longitudinal outcome studies with the increasing participation,
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creativity and empowerment of people who use mental health services is ‘the 
next big challenge in the mental health research field’.
The recovery ethos offers a stark contrast to traditional mental health 
services, which often saw long-term hospitalisation underpinned by 
professionals conceptualising experiences as chronic and offering little hope 
of recovery (Borg & Kristiansen, 2004). Such a radical difference in approach 
could be perceived as a threat to a well established status quo. In particular, 
the position of ‘expert’ mental health professionals is challenged as services 
move towards accepting the expertise that individuals hold about their own 
experience and away from a paternalistic stance to one of engaging in 
collaborative journeys with people (Davidson, 2005).
The author supports challenges to established practice that promote 
the development of services responsive to the needs of those who use them. 
Some professionals may see recovery approaches as increasing their 
workloads, devaluing their roles or increasing their exposure to risk and 
liability (Shepherd et al., 2008), all of which might be experienced as 
threatening. These are matters of professional perceptions that are capable of 
influencing, or even determining, the adoption or otherwise of recovery 
approaches. Awareness of this is important in understanding the position of 
some critics of recovery. Equally, however, the enthusiasm with which policy 
makers have seemed to adopt the rhetoric of recovery has sometimes 
appeared to lack analytical thinking beyond issues of definition. Engagement 
in critical evaluation is likely to be fundamental in developing the substance of 
recovery approaches and their useful incorporation into services. In the case 
of the present research, a choice was made to focus on the perception of 
increased exposure to risk and liability, because of contemporary coverage of 
litigious issues within the health services and wider public domain.
A fundamental challenge to recovery approaches is the question posed 
by Bellack (2006): Is recovery possible? The answer to this question 
inevitably depends on how recovery is defined. While Davidson and Roe 
(2007, p.467) argue for two conceptualisations of recovery -  ‘in’ and ‘from’ 
mental illness -  they also concede that there are people ‘for whom both
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senses of recovery will remain distant possibilities for the foreseeable future, if 
not for the remainder of their lives’. Whether, to what extent, and how 
‘recovery-oriented’ services will meet the needs of individuals who are 
perceived in such a way constitutes a significant challenge. RCP / SCIE / 
CSIP (2007) highlight the importance of considering whether recovery has 
limits, as well as its implications in circumstances where choice and 
responsibility may be most compromised or in cases with ‘tragic outcomes’. 
This added further weight to the decision to focus on consideration of the 
concept of ‘risk’ and its relationship to both people who experience mental 
health problems and mental health services, but first and foremost to look at 
the perceptions of risk among key practitioners within mental health services.
Defining risk
There are elements of risk in practically every aspect of life (Chicken & 
Posner, 1998) and there are various definitions of risk. For simplicity’s sake 
here, the Compact Oxford English Dictionary’s (COED) (www.askoxford.com) 
definitions seem sufficient: 1) a situation involving exposure to danger; 2) the 
possibility that something unpleasant will happen; and 3) a person or thing 
causing a risk or regarded in relation to risk. The COED also offers definitions 
of risk as a verb, meaning: 1) expose to danger or loss; 2) act in such a way 
as to incur the risk of; and 3) incur risk by engaging in (an action). All of these 
definitions are relevant to mental health services and those who both use and 
work within them, as well as the wider public.
In theorising risk, Lupton (1999) outlines ‘realist’ and ‘social 
constructionist’ approaches. Realist approaches tend to define risk as an 
objective phenomenon, focusing on the accuracy of the identification and 
measurement of risk, often in terms of its likelihood and severity of possible 
outcomes. Alternatively, social constructionist approaches argue that a risk is 
never objective or knowable outside belief systems and moral positions as 
what is identified, measured and managed as risks are determined by pre­
existing knowledge and discourses.
Metzner-Szigeth (2009) discusses ’realist’ and ‘constructivist’ 
approaches, with the latter understanding risks as constructs of societal
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communication affected by cultural processes of change. However, Metzner- 
Szigeth (2009) argues neither approach is sufficient alone and proposes a 
synthesis of the two based on the assertion that both constructivism and 
realism offer necessary elements for the explanation of the phenomenon of 
risks. The proposed synthesis views risk-constructivism and -realism as 
meta-positions within the processes of social debate about issues of risk.
Chicken and Posner (1998) suggest discussion of the acceptability of a 
risk must describe the risk in quantitative terms as any conclusions about the 
acceptability of a risk described in soft, qualitative terms will be merely 
uncertain speculation. However, risk is not ‘quantifiable’ and often involves 
speculative judgements without the security of totally predictable outcomes, in 
circumstances that are localised, personal and idiosyncratic. Assuming that 
risk is objective gives a false sense of security and limits the potential to 
address risks that are specific to an organisation or situation (Carsten Stahl et 
al., 2003).
Pre-existing discourses might be particularly relevant to discussion of 
‘tragic outcomes’ in mental health settings, which are relatively rare but 
memorable, or receive a high level of media attention or greater exposure to 
public accountability. Such risks tend to be overestimated and arouse more 
concern in the public domain than more common risks considered less 
serious, or experienced more privately by individuals and families, away from 
media attention (Lupton, 1999). Even here, however, the idea of changing 
from ‘preoccupations with risk avoidance’ towards ‘creative risk-taking’ implies 
changing the nature of the discourses within mental health services. This will 
be further discussed in relation to perceptions of and dispositions towards risk 
among mental health service professionals.
Risk in society
The use of the word ‘risk’ has become common in contemporary 
western societies in both popular and expert discourses relating to a plethora 
of situations (Lupton, 1999). Over time, definitions of risk have moved from 
modernist ideas of risk being both ‘good’ and ‘bad’ (Lupton, 1999) to 
discourses of danger (Douglas, 1994). Lupton argues that risk is now used
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almost exclusively to refer to hazard, but also that it is colloquially used very 
loosely to refer to uncertainty or unfortunate events, without issues of 
calculable probability of such events being important.
Luhmann (1993) offers a sociological view of the notion of risk as a 
focal point of feelings of anxiety and uncertainty about society and its future. 
He suggests that strategies to cope with risk attempt to subjugate uncertainty 
but often have the paradoxical effect of increasing anxiety about risk because 
of their focus and concern. Strydom (2002) similarly outlines the development 
of risk semantics as arising from experts expressing a concern about safety 
and security. He asserts that public and social movements communicate 
anxiety about highly improbable yet potentially catastrophic circumstances, 
creating a new scheme according to which contemporary society is 
increasingly cognitively structured, perceived and evaluated. Giddens (1993) 
argues that day-to-day life is not inherently more risky than was the case in 
prior eras, but that thinking in terms of risk and risk assessment is a more or 
less ever present exercise in conditions of modernity.
Douglas (1994) argues that risk is politicised, that every institution is 
aware of its liability to prosecution for exposing its employees to risk, and in 
response must try to make its users liable for damage they cause. She argues 
that of the different types of blaming systems that exist, ‘we’ are in one that 
treats every death or sickness by first asking whose fault it is and then what 
action to take. In this context, organisations practise caution to avoid the 
threat of prosecution for criminal negligence. It could be argued that broader 
social changes in the use of the term ‘risk’ and awareness of liability are 
reflected in mental health services and policy making.
Kasperson et al. (1988) propose that risk interacts with psychological, 
social and cultural processes in ways that heighten public perception of risk 
and risk behaviour. These behavioural patterns in turn generate secondary 
social or economic consequences, which trigger demands for additional 
institutional responses and protective actions. Secondary impacts might 
include enduring mental perceptions, images and attitudes, as well as political 
and social pressure. These impacts are perceived by social groups and
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individuals and disseminated to others, either in different locations or future 
generations. Kasperson et al. (1988) offer a conceptual framework of ‘Social 
Amplification of Risk’, whereby risk is ‘amplified’ first through the transfer of 
information about risk and then through the response mechanisms of society, 
initiated through heuristics and values. For example, individuals use 
simplifying mechanisms to cope with the full complexity of risk, but in doing so 
can introduce biases that cause distortions in responding to risk.
Kasperson et al. (1988) assert the consequences of risk events to 
include significant indirect impacts, such as liability and loss of confidence in 
institutions. They suggest the consequences are even more complex when 
addressing decision making and risk management, as indirect impacts are 
dependent on judgements of the adequacy of institutional arrangements to 
control or manage risk, the possibility of assigning blame to one of the 
participants and the perceived fairness of the risk management process.
Research has shown the importance of responsibility in risk taking. In 
particular, it has been found that group consensus achieved through social 
interaction tends to lead to decisions that take higher risks than individual 
members of the same groups would take alone (Wallach et al., 1962). This 
was thought to be the product of a diffusion of responsibility among group 
members. Responsibility within a group for others was found to yield a 
conservative shift away from risk taking in individual decisions, but this 
changed in the context of a group decision. Responsibility and a group 
decision combined was found to generate a very strong ‘risky shift’ (Wallach 
et al., 1964). This research did not study team decision-making processes 
within mental health services, but might have important implications for such 
circumstances.
Risk and the National Health Service
Risk management in the NHS can play a valuable role in ensuring high 
quality services to patients, but also plays a second role in eliminating, or 
reducing, the unnecessary costs incurred as a result of litigation (Merrett 
Health Risk Management Ltd, 1996). The Clinical Negligence Scheme for 
Trusts (CNST) was established in 1995 and the NHS Litigation Authority
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(NHSLA) was then established as a special health authority to run the CNST 
(Walshe & Dineen, 1998). The NHSLA operates across a variety of NHS 
Trusts, but has recently published its risk management standards for mental 
health and learning disability trusts (NHSLA, 2008), suggesting that the NHS 
considers such trusts to have specific risk management needs.
Risk in adult mental health services
Assessment and management of risk is considered essential in 
contemporary mental health services (Campbell & Chaplin, 2001) and some 
argue that the government places risk assessment and management at the 
core of mental health practice (Langan, 2008). Vassilev and Pilgrim (2007) 
argue that ‘mental health services’ are in fact a myth as they do not promote 
mental health, but concern themselves with managing mental disorder in 
order to minimise risk. What might the ‘risks’ be? Langan (2008) found that 
professionals conceptualised risk in terms of risk to others, risk to self, and 
risk arising from vulnerability but did not consider risks arising from stigma, 
social exclusion, racism, sexual abuse or iatrogenic effects of psychiatric 
treatment. This is despite the Care Programme Approach highlighting that risk 
should not only be considered an assessment of the danger an individual 
service user poses but also social, family and welfare circumstances 
(Department of Health, 1999a).
Research provides evidence of the impact of tragedies on mental 
health professionals. For example, suicides by service users have significant 
adverse effects on both the personal and professional lives of staff from a 
range of disciplines in community mental health teams (Linke et al., 2002). 
Slade (2009a) emphasises how aversive consequences of tragedies lead to a 
realistic professional concern that individual clinicians will be blamed for future 
tragedies involving a patient seen by them in mental health services. Such 
anxiety might be alleviated if clinical decisions are made by multiprofessional 
teams rather than individual clinicians in order to distribute responsibility for 
decision making (Slade, 2009a). Involving service users in sharing 
responsibility for risk might also promote positive practice but is not 
necessarily standard (Langan, 2008).
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Situations that could result in ‘tragic outcomes’ pose extreme 
challenges to the fifteenth theme of recovery, which focuses on moving away 
from preoccupations with risk avoidance. Such outcomes are not uncommon: 
approximately 25% of the 4500 -  5000 members of the general population 
who commit suicide per year in England and Wales have been in recent 
contact with mental health services; 160 -  200 psychiatric inpatients die by 
suicide annually; and around 50 homicides per year are committed by those in 
recent contact with mental health services, representing 9% of all homicides 
(Swinson et al., 2007). Other less extreme but nonetheless significant risks 
can readily be imagined. However, perceptions of the risks associated with 
mental health problems may be biased and exaggerated through a number of 
processes outlined below.
The National Service Framework for Mental Health (Department of 
Health, 1999b) requires all mental health service users on the Care 
Programme Approach to receive care that optimises engagement, anticipates 
or prevents crises and reduces risk (Campbell & Chaplin, 2001). However, 
Lucas (2006) describes the Care Programme Approach as a ‘wall of paper’ 
that has grown out of anxiety about containing behaviour and encourages a 
‘psychotic’ belief that nothing will go wrong if you complete forms. Lucas 
further argues that the government’s desire to eliminate anxiety about 
potentially violent acts leads to risk assessment forms being given undue 
weight, despite evidence that risk is not identified, for example in 85% of 
suicides of people who had contact with mental health services the week 
before their death.
Processes that may bias perceptions of risk and recovery
Stigma
Stigmatising attitudes towards mental health problems are held 
by both the general public and professionals (Corrigan & Penn, 1999) and are 
likely to bias the interpretation of the figures presented above. They include 
the views that people with severe mental health problems should be feared 
and excluded from communities; should have their life decisions made by 
others because they are irresponsible; and need to be cared for because they
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are childlike (Corrigan & Penn, 1999). These views each have implications for 
the consideration and construction of ‘risk’ in relation to people who access 
mental health services and, in turn, have implications for perceptions of the 
possibility of ‘recovery’.
Othering
Othering is a process that identifies those thought to be different from 
oneself or the mainstream, and it can reinforce and reproduce positions of 
domination and subordination (Johnson et al., 2004). The sociology of 
deviance, labelling theory and stereotypes can contribute to understanding 
processes of othering (MacCallum, 2002). The ‘Us and Them’ mentality exists 
in psychiatric care and maintains mental health service users as ‘other’, 
reasserting the staffs ‘sanity’ and power, and protecting staff from suffering 
from the anxiety of emotional involvement (MacCallum, 2002). Such 
processes are likely to maintain biased perceptions about mental health 
service users, potentially highlighting issues of risk and limiting possibilities for 
recovery, which would inevitably challenge processes of othering.
The role of the media
News organisations are significant agents in the social construction of 
risk through public discourse (Stallings, 1990). General adult psychiatric 
services inevitably have to work with some patients who can be violent 
(Sundrum & Browne, 2004) and the media highlighted a series of homicides, 
suicide and neglect during the 1990s that influenced public opinion and led to 
policy responses (Hallam, 2002). This media coverage created a sense of 
danger and concern that random acts of violence by people with mental 
health problems were on the increase (Stewart, 1998, updated by Hatloy, 
2006). Perhaps as a result, mental health service users have been 
increasingly defined in terms of dangerousness since the 1990s, despite 
consistent research evidence that their contribution to violence in society is 
minimal (Langan & Lindow, 2004).
161
Major Research Project: Method
Recovery in relation to risk
Fawcett and Karban (2005) recognise the tension between the 
emphasis on recovery and other aspects of mental health policy which place 
issues of risk and dangerousness at their centre. Peyser (2001) questions 
how an approach promoting empowerment and collaboration can be useful 
when working with people who have had their ‘reasonable self subverted by 
experiences such as hallucinations and delusions. He specifically raises the 
issue of how recovery approaches pertain in situations in which risk is an 
issue.
Yet the emphasis that recovery approaches place on the responsibility 
of the service user include responsibility for risk. Deegan (1995, p.1) argues 
that people with mental health problems ‘need to assume the dignity of risk 
and the right to failure and this must be understood and supported by mental 
health professionals and mental health systems’. But is it that simple? Within 
the context of the ‘preoccupations with risk avoidance' within mental health 
services and society more broadly, it is necessary to consider the issue of risk 
in relation to recovery approaches as it is perceived, understood, and 
experienced by professionals and service users alike.
Recovery, which requires individuals to make changes, naturally 
involves taking risks. Andresen et al. (2003) suggest their proposed stage of 
‘rebuilding’ particularly involves taking risks. Recovery-oriented services may 
therefore be faced with increased levels of risk, but there is a need to 
differentiate between risks that need be minimised (self-harm, harm to others) 
and risks that people have a right to experience (Shepherd et al., 2008). 
Jacobson and Green ley (2001) view responsibility as a factor in making 
choices and taking risks, which includes the individual living with the 
consequences of their choices. Yet services’ focus on the prevention of risk 
may reinforce professional power and control (Langan, 2008) and make 
professionals reluctant to encourage service users to take risks, potentially 
limiting opportunities for recovery.
Shepherd et al. (2008) outline that recovery approaches encourage the 
sharing of most risk, in which everyone involved should be clear about their
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level of responsibility for specific risks. It is not helpful for professionals to 
think they carry the sole responsibility for people's actions, but professionals 
would be responsible for doing anything that contradicts their ‘duty of care’. 
Equally, if an individual service user chooses to ignore clearly documented 
professional advice they carry the risk for their actions. McGrath and Jarrett 
(2004) outline the usefulness of the service user and professional discussing 
and agreeing the boundaries of risk taking to ensure that risk taking was 
within ethical boundaries of the profession. One outcome of this process of 
discussing and agreeing risk taking was that the service user felt they had 
control and responsibility.
It is necessary to consider whether it is appropriate to share 
responsibility for risk with all service users at all times. Frese et al. (2001) 
argue that paternalistic and externally reasoned approaches seem necessary 
for people so seriously impaired in their decision making capacity that they 
are incapable of determining what is in their best interest. However, they 
suggest that as individuals benefit from external interventions and engage in 
recovery, they should gradually be afforded a larger role in the selection of 
treatments and services, which will inevitably include decisions involving risk.
All of the issues above demonstrate the complexities and ethical 
dilemmas associated with involving service users in decisions about risk, 
whilst balancing their needs with the demands of the public and sometimes 
contradictory mental health policies. Risk is an issue that could potentially 
dissuade practitioners from adopting recovery approaches (Davidson et al., 
2006). The tasks of the fifteenth theme of recovery suggested by RCP / SCIE 
/ CSIP (2007) include moving beyond preoccupations with risk avoidance and 
working with constructive and creative or positive risk-taking. These pose 
significant challenges for mental health services, which require recognition 
and deliberation if services are going to be able to rise to the challenge of 
becoming recovery-oriented.
Positive risk taking requires:
‘weighing up the potential benefits and harms of exercising one
choice of action over another. Developing plans and actions
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that reflect the positive potentials and stated priorities of the 
service user. Using available resources and support to achieve 
the desired outcomes and to minimise the potential harmful 
outcomes’ (Morgan, unpublished).
This might include avoiding inpatient admission or discharging from 
hospital while risks are still acknowledged, reducing support from mental 
health services in the community, or increasing independent activity. Other 
examples involve the individual developing new interests, trying something 
they are not sure they can achieve, deciding to act differently in a relationship 
and taking on new roles (Slade, 2009b).
Clinical psychologists
Clinical psychologists have a strong presence within mental health 
services. In line with New Ways of Working, they are likely to increasingly take 
responsibility for the leadership, management and organisation of mental 
health services (Lavender & Hope, 2007), and thus to determine the kinds of 
practices that pertain within their sphere of influence. In addition, clinical 
psychologists bring the ability to apply and develop knowledge of 
psychological theories that can inform practice, including those that relate to 
both risk and recovery. Furthermore, psychological therapies often involve 
inviting people to engage in processes that include some level of risk, 
meaning clinical psychologists have the capacity to work towards the 
achievement of goals or ‘recovery’ within an environment of ‘action research’, 
which is a cyclical process of enquiry and critical reflection undertaken by 
professionals in order to understand, evaluate and change practice (Costello, 
2003). The part they play in day-to-day practice as well as service 
development more broadly is therefore pertinent to the chances of recovery 
approaches becoming more fully established, yet there is a dearth of 
information regarding their views towards both recovery and risk. Exploring 
their existing views would contribute to an understanding of the possibilities 
and limitations of adopting recovery approaches and working with risk within 
mental health services.
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Methodology
Adopting a qualitative approach
The present research adopted a qualitative perspective, which lends 
itself to exploratory, discovery-oriented research and, through the gathering of 
rich data, enables the detailed study of phenomena that have not previously 
been researched (Barker etal., 2002).
Barker et al. (2002) outline four assumptions of qualitative approaches. 
The first is that perceived meaning influences what we think, feel and do, and 
that perception has precedence over objective reality. Second, it is assumed 
that an individual's perceptions are based on implicit assumptions or 
presuppositions. Third, qualitative approaches assume that multiple 
perspectives regarding phenomenon are equally valid and of interest. Fourth 
and finally, it is assumed that the purpose of research is to achieve 
understanding, with the goal being to produce explanations of the people's 
experiences and actions in terms of intentions, purposes, and meanings. The 
study therefore shares the assumptions underlying qualitative approaches.
Data was collected through semi-structured interviews as this method 
is considered a natural fit to qualitative methods of data analysis (Smith, 
1995). The approach chosen for the data analysis was grounded theory. This 
was considered a suitable exploratory research method in circumstances 
where: relatively little is known about the topic; there are no ‘grand’ theories to 
explain the constructs under investigation; the researcher is interested in 
eliciting participants’ perceptions or experiences; and the research aims to 
develop new theories (Payne, 2007). Insofar as this research was attempting 
to break new ground in relation to an emerging set of issues for clinical 
practice and practitioners, it was intended that the analytic process would be 
grounded in the data, to provide an interpretative framework that derives 
directly from the ‘definitions’ and ‘meanings’ ascribed to those issues, in their 
situations, by the informants.
In addition, the analytic process was also ‘grounded’ in other kinds of 
evidence -  from professional sources about the principles and potentials of
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recovery approaches; from policy documents promoting changes in clinical 
practice; and from institutional and public / media sources that reflect the 
broader social context in which the informants operate. The analytic process, 
which searched for understanding and explanation involved the bringing 
together of ideas from these various sources.
Methodological issues in grounded theory
Since the inception of grounded theory (Glaser & Strauss, 1967) the 
method has experienced differences in application and development. 
Following the recommendation of Cutcliffe (2000) that researchers need to 
use predominantly one method of grounded theory, the author chose to use 
the guidelines provided by Charmaz (2006). Charmaz presents a version of 
grounded theory based on a constructivist epistemology, which is in line with 
the author’s own beliefs. This epistemology argues that objective ‘realities’ do 
not exist, but are constructed through individuals and social processes giving 
meaning to situations, experience and phenomena. Constructivist grounded 
theory assumes that multiple social realities exist and that the researcher 
creates the data and analysis through interaction with participants (Charmaz, 
2000).
Aims of the study
The primary aim of the study was to offer a preliminary insight into the 
views of clinical psychologists towards the concepts of ‘risk’ and ‘recovery’ 
and how they might relate to each other, if at all. Secondary aims were to set 
those views within the broader context of the emergence of ‘recovery 
approaches’ in mental health services and to initiate discussion around issues 
of risk in relation to the role of the profession and mental health services more 
broadly.
Objectives
The first objective of the study was to gather rich data through 
interviews with a minimum of ten clinical psychologists working within adult 
mental health services. The second objective was to convene current and 
emergent ideas from professional-, policy-, and public sources. The data were
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analysed using a grounded theory methodology, working towards constructing 
an interpretive framework based on the analysis (see below for further 
details).
The primary research question was ‘What are clinical psychologists' 
perceptions of risk and recovery approaches to mental health?' In line with the 
flexible exploratory approach offered by grounded theory, three broad 
question areas were identified for the initial interviews:
1. Views of what constitutes ‘risk’.
2. Views of what constitutes ‘recovery’.
3. Thinking about how the concepts of risk and recovery might relate to
one another.
Method
Participants
Participants were qualified and practising clinical psychologists working 
in adult mental health settings within the NHS. Invitations (Appendix B) with 
Information Sheets (Appendix C) were sent to all clinical psychologists 
working in adult mental health services within two NHS Trusts. Of the 48 
clinical psychologists invited, 11 were willing to engage in at least one audio­
recorded interview.
All participants were female and aged from 34 to 59 years. Five were 
White British, two White European, one White Irish, one White American and 
one Sinhalese. Participants had been qualified as clinical psychologists 
between seven and 31 years. All were employed in posts graded between 
Band 8a and Band 9. Five worked within Community Mental Health Teams, 
two in specialist psychological services, one in rehabilitation services, one in 
acute mental health services and two across multiple mental health services.
Sampling
Usually, grounded theory research sets no limits on the number of 
participants and the researcher continues adding interviewees until nothing 
new is added to the concepts being explored (Cutcliffe, 2000) -  a point of 
‘saturation’ of the data. However, the use of the term saturation has been
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criticised by Dey (1999) as misleading. He proposes the concept of 
‘theoretical sufficiency' to refer to ‘the stage at which categories seem to cope 
adequately with new data without requiring continual extensions and 
modifications’ (Dey, 1999, p.117). It is not always possible to achieve such a 
state within a time limited, exploratory piece of research, or when no new 
participants will come forward. Within the time constraints, it was not possible 
to pursue the exploration of each category that arose from each interview or 
each interview schedule. Thus, after the first set of interviews, subsequent 
interview schedules pursued a relatively specific line of enquiry, maintaining 
the focus specifically on recovery, risk or blame. By the eleventh interview, I 
was not identifying new categories or new properties of existing categories 
and thus could argue that the way I coded my data had led to some level of 
theoretical saturation or sufficiency being achieved. However, had I pursued 
every line of enquiry that arose during data collection and analysis new 
categories or properties of categories would almost certainly have been 
found.
Given the time limitations of the study, the author aimed to recruit a 
minimum of ten chartered clinical psychologists, following the example of 
Soffe (2004), who interviewed chartered clinical psychologists for her doctoral 
research and used a grounded theory approach. This study was concerned 
specifically with the views of clinical psychologists working in adult mental 
health services, thus providing a clear direction for theoretical sampling, which 
entails sampling specific issues to refine categories by seeking precise 
information to develop emerging theory (Charmaz, 2006). This is achieved 
through selection of individuals who can provide a relevant source of data 
(Cutcliffe, 2000). As a consequence of being practising clinical psychologists, 
all participants had knowledge and experience of the topics being explored 
and were therefore well placed to discuss the issues being investigated and 
contribute to refining categories. For this reason, a particular participant was 
not sought following each interview, but the person who was next available 
was interviewed. This had the dual benefit of overcoming difficulties in 
recruitment as participants could be interviewed when they were willing and 
available.
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Ethical considerations
Ethical approval was sought via the National Research Ethics Service 
but not required. Approval was obtained from the University of Surrey Faculty 
of Arts and Human Sciences Ethics Committee.
Anonymity was assured, with the exception of disclosures that 
indicated issues of risk / harm that had not been appropriately addressed by 
the participant. All participants were made aware that they had the right to 
withdraw before, during or after an interview.
Procedure
All interviews were conducted at participants’ places of work with the 
exception of one, held at a participant’s home. All interviews were conducted 
in a private room for between 40 and 60 minutes and digitally audio-recorded.
Kvale’s (1996) criteria regarding the quality of interviews were 
considered, which require the interviewer to be knowledgeable about the 
interview theme, structure the interview, recall earlier statements and ask to 
have them elaborated, and interpret, clarify and extend the meanings of the 
interviewee’s statements throughout the interview. Interview schedules 
contained broad, open-ended questions together with some prompts. 
Intensive interviewing techniques were used (Charmaz, 2006), which entailed 
asking participants to elaborate on their responses in order to explore areas of 
interest in depth. Consistent with grounded theory, ongoing analysis of 
interviews influenced the questions being asked in subsequent interviews, 
which focused on the salient categories from the data (Wimpenny & Gass, 
2000).
Analysis
The aim of analysis was to work towards constructing an interpretive 
framework of understanding, rather than positivist theory. In keeping with the 
use of these terms by Charmaz (2006), the interpretive theory emphasises 
understanding, rather than the positivist approach of seeking explanation and
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prediction, it aims to acknowledge subjectivity in theorising and offer an 
imaginative interpretation of the data.
Using qualitative methodology and collaborative interaction with 
participants enabled development of the question areas in response to issues 
that arose in the initial data that the author wished to explore in more depth in 
later interviews.
Each interview was transcribed and initially analysed using line-by-line 
coding to generate preliminary codes before the next interview took place 
(see Appendix E for example transcript). Initial codes stuck closely to the data 
and language used by participants, rather than imposing pre-existing 
concepts or categories onto the data. This was to aid remaining open to the 
data and see areas of the data that appeared 'thin' or that the author felt 
warranted further investigation.
The interview schedule was revised after the analysis of the first set of 
three interviews to examine, elaborate and refine ideas that had been 
constructed during the analysis of the previous interviews; and again after the 
second set of three. The first three interviews were based on the first 
schedule (Appendix F); interviews four, five and six used the second schedule 
(Appendix G); interviews seven, eight and nine were based on the third 
schedule (Appendix H); and the final two interviews used the fourth schedule 
(Appendix I).
After initial coding of the second set of three interviews, focused coding 
was used to synthesise the data from all six interviews. After initial coding of 
the third set of interviews, focused coding of all nine interviews was 
undertaken and the same procedure was followed after the penultimate and 
final interview. Focused coding allowed constant comparison of data and 
codes constructed from each set of interviews. This aided decisions about 
which initial codes made the most analytic sense to categorise the data 
incisively and completely (Charmaz, 2006).
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Theoretical coding
As the results and Figure 1 indicate, the author initially constructed four 
broad categories to organise the codes and specify the possible relationships 
between them. However, this did not feel sufficient in terms of moving in a 
theoretical direction, as the four broad categories remained descriptive. The 
author was conscious that grounded theory is often criticised for remaining 
descriptive and that theory generation continues to be ‘the unfulfilled promise 
and potential of grounded theory' (Charmaz, 2006, p.135).
Initial and focused coding suggested a number of processes being 
described by clinical psychologists in relation risk and recovery approaches to 
mental health. The author was aware of what they were talking about, as well 
as what they did not talk about. For example, there was extensive data 
relating to certain aspects of risk but a sense that participants talked about 
extreme (negative / harmful) consequences of risk, with much less discussion 
of possible benefits of risk.
Following initial and focused coding, the literature search was 
conducted to contextualise the data. Much discussion was found in the 
literature about changes of culture within mental health services. This 
prompted questions of the data in relation to whether participants were 
describing such changes in culture, for example whether or how they were 
defining ideas and incorporating them into their practice.
Theoretical coding (Glaser, 1972, cited Charmaz, 2006) was used to 
specify possible relationships between the categories developed through 
focused coding and bring coherence to the analysis. Theoretical coding 
entails raising categories to concepts, which are interpretive frames offering 
an abstract understanding of relationships between categories. This includes 
subjecting them to further analytic refinement and is not a mechanical process 
but one that requires ‘theoretical playfulness' (Charmaz, 2006, p.135). In 
trying to move beyond descriptive illustrations of the codes, consideration was 
given to the context in which participants existed by drawing on both existing 
literature and the author's own knowledge and experience.
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Evaluation of the research
Having followed her guidelines throughout, the research was conducted in line 
with Charmaz' (2006, p.182) evaluation criteria for grounded theory studies 
(Table 1). Consideration of the extent to which the research met the criteria is 
presented in the discussion section.
Table 1: Evaluation criteria for grounded theory studies (Charmaz, 2006).
Credibility
Has your research achieved an intimate familiarity with the 
setting or topic?
Are the data sufficient to merit your claims? Consider the 
range, number and depth of observations contained in the 
data.
Have you made systematic comparisons between 
observations and between categories?
Do the categories cover a wide range of empirical 
observations?
Are there strong logical links between the gathered data and 
your argument and analysis?
Has your research provided enough evidence for your claims 
to allow the reader to form an independent assessment -  and 
agree with your claims?______________________________
Originality
Are your categories fresh? Do they offer new insights?
Does your analysis provide a new conceptual rendering of the 
data?
What is the social and theoretical significance of this work? 
How does your grounded theory challenge, extend, or refine 
current ideas, concepts, and practices?__________________
Resonance
Do the categories portray the fullness of the studied 
experience?
Have you revealed both liminal and unstable taken-for- 
granted meanings?
Have you drawn links between larger collectivities or 
institutions and individual lives, when the data so indicate? 
Does your grounded theory make sense to your participants 
or people who share their circumstances? Does your analysis 
offer them deeper insights about their lives and worlds?_____
Usefulness
Does your analysis offer interpretations that people can use in 
their every-day worlds?
Do your analytic categories suggest any generic processes?
If so, have you examined these generic processes for tacit 
implications?
Can the analysis spark further research in other substantive 
areas?
How does your work contribute to knowledge? How does it 
contribute to making a better world?_____________________
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Involving participants in the evaluation of the study
Following focused coding of all of the transcripts, an extended results 
section was written to outline and illustrate the categories in detail. This was 
sent to the participants, who were invited to offer feedback to be incorporated 
into the final write-up and evaluation of the study's credibility. Three 
participants responded to say thank you but none had any specific feedback 
to offer. The remaining eight did not respond.
Reflection: Prior knowledge and literature searches
A constructivist epistemology requires consideration of the contribution 
of prior knowledge to the development of the research questions, data 
collection and analysis. As a trainee clinical psychologist working within the 
NHS, the author has an interest in issues of both risk and recovery, together 
with an awareness of a lack of guidance for practitioners to determine how 
they might incorporate principles of recovery in their work despite the growing 
expectation that they do so.
Research questions may arise from our own clinical experience, 
observations and knowledge of available literature (Dallos & Vetere, 2005). 
The author’s interest in risk grew out of two sets of experiences. The first is 
that of working in NHS services with professionals who are so averse to 
taking risks that people using the service are restricted in their potential for 
achievement and personal development. Instead, they are ‘managed' so 
closely that it appears they no longer have to take responsibility for anything 
because services will carry out the most basic tasks for them without involving 
them in the process. This can perpetuate people's sense of a lack of self- 
worth or ability and the difficulties that initially brought them into contact with 
services.
Witnessing such processes led to a belief that individuals should be 
encouraged to take both responsibility and risks in order to promote their 
recovery. However, a second set of experiences highlighted the reality of 
working with people who live with high levels of emotional distress. This 
includes contact with people who have been inpatients and committed suicide
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following discharge from hospital, as well as people who were not admitted to 
hospitals when they requested to be and went on to commit grave crimes 
against members of the public. It is difficult not to think about the ‘worst-case’ 
possibilities when taking risks, such as discharging somebody from hospital or 
not admitting them, which can equate to a loss of life. From this perspective, 
there is clearly a dilemma for practitioners who wish to promote people's 
recovery.
When to conduct the literature review is a contested issue in grounded 
theory (Cutcliffe, 2000). The author approached this research with some prior 
knowledge, beliefs or attitudes, but also with genuine curiosity and interest in 
developing understanding by learning from qualified practitioners in the 
profession in which she is training. The author chose not to engage in a 
thorough literature review until after data collection. This aided curiosity rather 
than leading to focus on specific thoughts arising from reading existing 
literature and thus allowed the work to be more broadly exploratory.
Results
From the analysis, four broad categories were constructed: Influences, 
Stakeholders; Working with risk; and The meaning of recovery. These, 
together with their subcategories, can be seen in Figure 1 and are outlined in 
detail below. All names have been changed to ensure participants' 
anonymity.
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Blame
Anxiety
Feel safe
Resources Service models
The NHS Trust
Information
Service user
Responsibility
Non-NHS agencies
Communication
Awareness of risk The meaning of risk
Learning
from
incidents
Risk assessment
Carers, family and friends
Multidisciplinary
Team
Professional self-preservation
Things go w rong-  
incidents or episodes
Dependency versus moving on
Relationship between risk 
and recovery approaches
Decisions: Managing risk, 
taking risks
Beliefs and feelings about what is helpful for service
Working with risk The meaning of recovery
Applicability and 
implementation of 
recovery approaches
Stakeholders
Influences
Figure 1: Initial categories constructed from the data^lnfluences
Three subcategories were derived from the data which could be 
broadly categorised as ‘Influences’, that is factors that influence the way that 
participants work and the way services develop and operate. These were 
‘Resources’, ‘Service models’ and ‘Beliefs about what is helpful for service 
users’.
 ^The categories and subcategories presented in Figure 1 are not weighted 
and have neither positive or negative values assigned to them, but were the 
critical issues to emerge from the data. The non-directional lines between 
categories indicate suggested relationships or overlaps between categories.
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Resources
Participants talked about resources located within the individual, such 
as ‘inner strengths' (Lynsey) and those external to the individual. These 
included resources within services, such as Support Time and Recovery 
Workers and a risk management panel, but also community resources more 
broadly. All were seen as sources of support for either promoting recovery or 
working with risk.
Some participants drew attention to a lack of particular resources, such 
as the dissolution of a Crisis Team. Pressure on services in terms of case 
loads was sometimes construed as a lack of resources, for example a lack of 
available time to meet demands. There were links between the quality and 
quantity of resources and the level of risk workers are prepared to take:
... personal lives, physical health, the manpower, the quality 
of your manager. It all Impacts on how much risk you’re 
prepared to take (Marisa).
There seemed to be a sense of acceptance of limited resources and 
their impact:
/ don’t feel very satisfied with some of the work that I do, 
but... I’ve learned that this Is the NHS, this Is the real NHS 
and you can’t ever have the perfect piece of work under 
these circumstances with these resources (Angela).
One participant spoke about emotional resources among staff:
...It’s like those resources -  empathy and all the rest -  have 
run out when It comes to the staff... and we need to watch 
out for that and we need to kind of think about how we can 
replenish that for each other and keep each other going or 
that can be not good for staff and, or knock on clients 
(Claire).
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Service models
Ail participants but one articulated difficulties with the way that adult 
mental health services were arranged, both in reference to one particular 
service or how different services co-existed.
Some participants talked about the pressure to provide time-limited 
interventions, which might not meet an individual’s needs but there were also 
concerns about services that did not seem to have any time limits:
It can be an avoidance on the sense of the practitioner as 
much as anything really that you can Just not want to kind of 
face that and work through that... But actually then they’re 
still seeing themselves as someone who Is still In need of a 
community mental health team and that might limit their 
perception of themselves and their capabilities, and that can 
be sometimes quite unhelpful (Claire).
Several participants acknowledged that they were reluctant to 
discharge people from their services to other services because of concerns 
about the care they would receive. This related to more general tensions 
between teams, one of which related to the lack of clarity arising from the 
variety of services available:
...there are different messages because sometimes they say 
CMHTs are for people who are, you know, short term 
Interventions and then there’s the some other models that 
are for rehabilitation or recovery, I sort of think we do need to 
bring them together, that sometimes people who may have 
short episodes may still need Input from time to time and 
those on longer term recovery may have years without 
muc/?... (Jodie).
Tension between services was explicitly mentioned, sometimes in 
relation to a lack of a clear model:
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...there’s that tension between the inpatient units and the 
CMHTs now, because they’re different doctors. The inpatient 
doctors are often trying to get, discharging people sooner 
than the CMHTs would particularly want to take them back, 
but it’s also because there’s, there isn’t a model of what to do 
(Marisa).
Beliefs about what is helpful for service users
Perceptions of what was ‘helpful’ or ‘unhelpful’ for service users 
influenced participants’ practice. This would include sometimes doing things 
that were not within the service model, such as seeing people for a one-off 
follow-up appointment following discharge without the individual having to go 
through the referral process again.
In relation to responsibility, there was a sense that services used to 
remove responsibility from individuals but that this was no longer considered 
helpful:
Absolutely, it’s not our responsibility. It’s theirs, they are 
adults and I think you can have this paternalistic and 
somewhat patronising way of managing people which has 
been the case In the past, with all good Intentions, but It 
doesn’t foster personal responsibility In the client and It 
doesn’t foster respect In the client either, and then It does 
generate far more dependency over time as the client Is left 
feeling ‘well you know I can’t do It without them’ (Trish).
Sometimes, however, it was thought that finances might have a greater 
influence over service development and delivery than beliefs about what is 
helpful for service users:
Yeah, I think money’s had more Influence over It than the 
fact It wasn’t really very good for people, although hopefully 
that had some Influence on It as well (Caroline).
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Stakeholders
Four ‘stakeholders’ in particular were identified by participants namely The 
NHS Trust; Non-NHS agencies; Service users; and Carers, family and friends. 
They were often closely related to the influences outlined above.
The NHS Trust
All participants worked for an NHS Trust. Its influence was discussed in 
terms of aforementioned resources, policies, service development and 
delivery and responses to incidents.
Non-NHS agencies
Non-NHS agencies were discussed in terms of the services that they 
provide to people also accessing NHS mental health services. Agencies such 
as Rethink were considered important in promoting recovery approaches. 
Other agencies delivered services alongside NHS staff, such as the Citizens’ 
Advice Bureau visiting people at a Community Mental Health Team. 
Participants seemed supportive of the work of other agencies but one issue 
that arose was differences in terms of policies around risk, which could be 
linked to working with risk, communication and information, as discussed 
below:
...if we’re working with people that are in a hostel, we’ve got 
our risk culture and there’s a different risk culture in housing, 
so somebody’s in sheltered housing and they’re noticing 
something happening in somebody’s thought, they’re 
becoming more thought disordered, we might know that, 
does the housing know that? (Freyja).
Service users
Participants valued hearing the views of service users relating to their 
own experience of a service and service developments more widely:
I think that’s something that our Trust is trying to do in terms 
of getting service users much more involved in being in
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different levels of the service in terms of development -  what 
services need to happen and what they need to focus on, so 
asking for their kind of opinions... And then services not just 
paying lip service but actually listening and taking on board 
whafs being kind of recommended... (Rachel).
Carers, family and friends
Carers, family and friends were seen as important in working with both 
risk and recovery, largely in terms of the supportive role that they can offer:
I think the most robust safeguards lie within the individual 
and the family, on the whole... And that would even broaden 
to, for me, sometimes, especially working with younger 
people, it would include the peer group (Caroline).
However, there was also recognition of the need to offer support to
carers:
... we run carers groups, very informal sort of settings, every 
two months for an hour and a half, because we recognise the 
burden on carers (Helen).
The role of carers in more recovery-oriented approaches was 
highlighted as an area requiring reflection and further exploration:
...if we’re true to a more recovery approach, it does take 
more responsibility, place more responsibility on carers...
...there’s an element of care, especially around families with 
young people at risk, where the recovery model doesn’t sit 
very comfortably and they want to be more risk averse 
(Freyja).
Working with risk
Throughout the interviews, participants portrayed risk as a concept that 
strongly influenced their thinking and work. Working with Risk is a theme 
comprised of 13 subcategories, outlined below.
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The meaning of risk
Trish typified responses in relation to what the term risk meant:
In mental health risk tends to mean risk of suicide or, in 
some cases, risk of murder or serious harm to others.
There was some recognition of a broader set of risks, such as issues 
relating to child protection, family or relationship break down and employment 
or financial difficulties. One participant mentioned risk to staff relating to lone 
working and another talked about professionals being worried ‘about the risk 
to themselves and their own Jobs and their reputations’ (Caroline). However, 
concern about service users causing harm to themselves or others 
dominated. Participants talked about levels or degrees of risk, indicating 
fluctuations in its nature but seeming constantly aware of the presence of 
‘risk’.
A wareness of risk
Awareness of risk was common to all participants. Lynsey indicated 
that such awareness has developed over time and appeared to positively 
regard this:
I think that risk is very much in our mind, in that way, when 
maybe it wasn’t so much when I first started training. We do 
always ask about risk, we do always have that in our mind, 
which I think is good.
Not all perceived awareness of risk so positively, as intimated by 
Caroline:
I’m sure that the, what I maintain as the excessive attention 
to risk, which happens in the NHS now, is because people 
are worried about getting sued.
It seemed that this and similar concerns were shared by all participants 
and strongly influenced their work:
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Td say that at the moment we’re quite reactive, particularly 
with the members of staff who have quite high caseloads, it 
would be risk that would drive a lot of what they do and who 
they see and how often they see them... (Claire).
Anxiety
Closely related to awareness of risk was anxiety about risk, 
as highlighted by Lynsey:
... there’s a huge anxiety around suicide for example, or 
some other kind of crisis in the community, something about 
harm to other people, and then worried that we’re going to be 
blamed...
Such anxiety could impact significantly on an individual 
clinician:
...there was a period of time when there were very few people involved 
except for me and I would have sleepless nights and sleepless 
weekends and have a lot of anxiety about the whole thing... (Georgina).
Muitidisciplinary team
The involvement of a multidisciplinary team was thought to reduce 
anxiety about risk. Involvement of a team was seen as important more 
because it offered the opportunity to share responsibility for risk, rather than 
what each professional might bring themselves:
I’ve heard of CMHTs, they have a professionals’ meeting and 
they literally document everything they’ve agreed and they 
literally sign it as a team rather than having one person 
feeling they’re carrying it... (Angela).
It is possible this led to a perceived, rather than actual, difference to the
...a t least if you’ve shared it a bit, even though, even though 
it doesn’t probably make too much difference in a sense I
risk:
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think psychologically it Just feels better to think other people 
are aware of what’s going on with me and the client right now 
(Claire).
Risk assessment
All participants were aware of the need for risk assessment but 
recognised that assessment was often not the dynamic process that would be 
required to reflect the fluidity of risk. This was particularly relevant in relation 
to ‘tick-box’ pro-forma assessments:
...you have to work through assessment, but assessment is 
only as good as the minute and day that you do that 
assessment and the assessor who’s doing it and an hour 
later, five minutes later, things can change
enormously...ÇT rish).
Rachel similarly commented on risk ‘changing on a day to day, minute 
by minute basis’ but also talked about whether the day service, at the point of 
referral, should accept risk assessments that were ‘two or three years old’, 
suggesting that services' use of assessments might not reflect the recognition 
of their limitations.
For most participants, the way in which assessment tools were used 
was important. There was a sense that forms could be completed rapidly in 
order to meet the requirement to assess risk, but that this was not a 
meaningful process. Various suggestions were made about how to make risk 
assessments more meaningful, including assessing risk ‘at all times’ 
(Caroline), working ‘collaboratively with the person experiencing the risk’ 
(Angela), ‘involving carers’ (Trish), putting ‘a management plan in’ (Georgina) 
and ‘reflection’ on the risk assessment process (Freyja). There was a sense 
that risk assessment tools should be used flexibly to guide or enhance clinical 
judgement and intuition, rather than replace it:
I think we’ve got a lot of experienced and intuitive staff and 
we need to mould risk assessment in a way which is really
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robust but at the same time doesn’t make us too formulaic...
(Freyja).
Decisions: Managing risk, taking risks
Decisions were made as part of assessment, which in turn informed 
decisions around risk management. One participant spoke of an aversion to 
risk:
I think we’re a bit averse to risk... I suppose that the 
conversations around risk are very one-dimensional, it’s very 
paperwork driven and it’s very risk-averse. DON’T take any 
risks... (Lynsey).
There was also recognition that service users were sometimes 
reluctant to take risks:
When you’re seeing somebody suffer in front of you and 
you’re thinking “if only they’d take that risk, they’d feel better 
on the other side”, but they don’t want to take that risk and 
then who are you to say that they should take that risk?
(Rachel).
Participants expressed a need and desire to help individuals learn to 
make decisions about risk for themselves. One participant acknowledged that 
service users have not always been involved in decision making but that 
involvement is increasing:
...the client should feel very much a part of decision making... 
there are still very directive-style meetings, but as I say I 
think some of that is shifting and certainly in the right 
direction ÇYnsh).
Trish saw positive risk taking as allowing service users to make more 
decisions for themselves, suggesting that decisions might be made about risk 
or in themselves viewed as a form of risk.
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The involvement of carers, family and friends was recognised as a 
decision-making process in itself:
...when do you break confidentiality, when a patient who’s 
you know, just 18, insists that they’re not happy for their 
parents to be involved and then the parents ring... there are 
a lot of difficult dilemmas and decisions (Helen).
Two participants suggested that making decisions with beneficial 
outcomes for service users could be a positive experience. However, there 
was an understanding that outcomes are not always positive:
I think in a way it does come down to the individual services 
or the clinicians and the service user making a Judgement 
about risk and not always getting it right (Rachel).
There was some suggestion that teams might be pressurised by 
stakeholders into making decisions based on the influences discussed above, 
particularly financial resources, which team members did not agree with:
...we’re constantly pushed in taking more severely ill people 
at community level, because it’s about, well it’s about 
keeping patients safe but it’s also about money, it’s also 
about showing to the PCT and commissioners that we are 
doing a Job in keeping people out of hospital, resulting that 
decisions are made that I wouldn’t agree with... (Helen).
Things go wrong -  Incidents or episodes
All participants referred to incidents of harm, or things ‘going wrong'. 
These included incidents of self-harm, suicide, or homicide and were seen to 
impact on participants and their colleagues. One participant spoke about the 
thoughts that might follow an incident, which seemed to centre on a wish to 
prevent incidents from occurring at all:
...and you think... ‘If I’d have spent more time we could have 
worked on X, Y and Z, that would have helped them feel a bit
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more relaxed so when this extra thing came it didn’t tip them 
over the edge’... {C\a\re).
For others, there was an acceptance that it is not possible to prevent 
incidents, despite the impact this might have on those involved:
Awful really, awful, we’ve Just had a near-miss homicide 
where weVe sat and refiected that with the team and people 
feel awful, but, at the same time, risky things happen, you 
know, shit happens doesn’t it so you’ve Just got to work with 
the team (Freyja).
The impact of an incident on individual professionals, teams 
and services could be significant even when practice was seen to 
be good but unable to prevent an incident.
...Certainly my hunch would be that there are incidents or 
episodes which are actually very difficult, like a suicide or say 
a homicide, which is very difficult for the organisation 
generally because it’s a very disturbing and distressing event 
even if things have gone pretty well in terms of the care and 
management (Jodie).
Concern about the possibility of an incident happening was likely to 
make participants more averse to taking risks:
And I’ve been delaying it, but I know that it is the way forward 
for the client and for us, but there’s that part of me that 
doesn’t want to be the clinician who’s made that decision and 
then the client kills themselves or dies (Rachel).
However, there was also a perception that a balance had to be struck 
between the risk of an incident occurring and the way in which risk was 
approached generally:
...it seems, on balance, better to take some well Judged, 
carefully worked out risks than to lock everybody up and 
throw away the key, that’s crazy (Angela).
186
Major Research Project: Results
The impact of incidents on participants, colleagues and services more 
broadly was seen to depend on the responses to such incidents from both the 
NHS Trust and the family of the individual involved. Concerns about such 
responses played a role in thinking about risk more generally, and not only 
following an incident:
...in a funny sort of sense when you’re thinking about risk 
you’re both thinking about what might the patient do but then 
you’re also thinking about what the (NHS) Trust would do to 
you if something, if it all goes wrong (Marisa).
Participants portrayed dichotomous responses to incidents: blame or 
learning.
Blame
Six participants raised the issue of blame without being asked about it. 
All mentioned circumstances in which individual members of staff had been 
held responsible for an incident. Blame was seen to come from several 
sources:
By the (NHS) Trust... and maybe by society, and the media -  
you didn’t fill in this form so this person went out and... you 
know, so it does feel like when something awful happens 
there is a tendency to think this person didn’t do their Job 
(Lynsey).
The experience of blame was seen to reflect a wider cultural influence:
... nothing’s an accident anymore and it’s always, you’ve got 
to find somebody to point the finger at whether it’s the 
government or the Health Service, it’s very much I think the 
way our society has evolved in recent times and we live in a 
world of litigation and there must be somebody you can 
blame... (Trish).
Within organisations, it was thought that blame could develop out of the 
distress felt following an incident:
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.. .  SO there’s a distress within the team or system, and 
sometimes I think it can be easy for that distress to get 
labelled as blame... (Jodie).
One participant gave the impression that the NHS Trust might locate 
responsibility on one person instead of looking at broader organisational 
difficulties:
... we’d had three locum consultants in that period of time, 
you know, and they’d employed somebody who didn’t speak 
very good English, and personaliy I think they have to take 
some responsibility for that but of course they don’t, they just 
blame the poor foreign doctor (Marisa).
There was an acknowledgement that families could also blame NHS 
staff for incidents:
...the family can be very very blaming. The organisation can 
be very interrogating and blaming in a more formal distanced 
way. The stuff that family can throw at nurses when there’s a 
suicide is very understandable but it’s horrific for the nurse.
(Angela)
Experience and fear of blame were seen as having a significant 
influence on the working practices:
...there was a horrendous incident and people were 
subjected to an awful lot of blaming and interrogation and I 
think it made everybody very concerned indeed to take any 
positive risks and to work collaboratively..., almost forces 
individuals and teams into more paternalistic mode, where 
they’re, obviously they’re very worried about the person but 
they’re also very worried about the blame they might get if 
anything does happen (Angela).
A fear of blame might impact on relationships with service users:
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.../ think it would lead to a culture, an organisation that was 
much more, if you like, um, you know, covering your back 
and filling all your forms to show that you’d done it and 
probably a bit of a disconnection from the patient (Jodie).
Blame was seen by all as an unhelpful response to incidents, which 
could be ‘traumatising’ (Angela) for staff. One participant drew on her clinical 
work when thinking about blame within the organisation:
I see so many families where blame can be how people 
operate and it’s so unhelpful, it really is very past-orientated 
not future orientated, it’s not respectful of the efforts people 
often have made... (Jodie).
Professional self-preservation
Some potential consequences of blame and fear of blame were 
recognised:
...what happens is we develop processes and systems that 
are designed to cover our backs so, you know. I, I don’t see 
that as particularly helpful (Caroline).
One participant indicated that actions she took that could be seen as 
self-preservative also had benefits in terms of thinking critically about her own 
practice:
I’ve organised a professionals meeting to discuss it, but I 
suppose that’s partly me wanting to get other people’s 
opinions or agreement that we take this risk, so that it 
doesn’t just fall on me. So it’s a bit of a sort of self- 
preservation thing, but at the same time I suppose if nobody 
else agreed, I would need to question my thinking about why 
I want to proceed in a particular way (Rachel).
The need to document and evidence decision making processes might 
also have benefits for service users:
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...to have some sort of sense for the client as well about 
when positive risks were taken and then we can look and 
see how that actually panned out in the end as well, so it’s 
part of their history, their clinical history, for other teams, 
should they move on to other teams, and it’s a/so legal 
protection for us, as well as just to remind us (Georgina).
It seemed that there was a strong awareness of the need to protect 
oneself, but that to be motivated only by this was viewed as unhelpful. Thus 
the same action could be construed in two ways: to protect oneself from 
blame or to benefit the service user.
Learning from incidents
Learning from incidents was not discussed as extensively as issues of 
blame but was offered as an alternative to blame. One participant suggested 
that the drive towards learning needed to be organisation-wide:
Um, well I think it’s both as they say top-down and bottom-up 
really, I think from the top of the organisation there has to be 
a clear, erm, identification that this is a learning organisation 
and we won’t have a blame culture, well, whilst holding 
accountability {Jodie).
There were some examples of methods employed to learn from 
incidents, such as Root Cause Analysis and a desired outcome of such 
learning:
...incorporating learning points into maybe service 
specifications or into guidelines, so making the saying 
learning from your mistakes’ more meaningful (Helen).
Learning was not seen to mean that future incidents would 
not occur:
...the thing about learning from particular incidents and how 
to improve things and prevent similar things happening
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again, but with the knowiedge that you can never prevent 
everything from happening (Rachel).
Communication
One participant indicated an awareness of the need to communicate 
about risk:
...if we do feel that somebody’s risky then we will 
communicate that and we don’t feel so anxious about 
communicating that... we will say that to patients, when they 
tell us things we will say well I need to communicate what 
you’ve told me, it’s something that I need to communicate to 
others (Lynsey).
A lack of communication was seen to have contributed to incidents 
occurring:
So that is the communication strand, people aren’t 
articulating it. Peopie are doing it, they are thinking it, they’re 
not actually formulating it and letting it dictate a management 
plan... (Freyja)
It was suggested that a possible difficulty in communication might be 
different attitudes between professions within the same team:
...there are different languages and different profession 
speak and they have different ideas about what is thorough 
communication and what stands up in court and what doesn’t 
so yeah, there are confiicts around that... (Helen).
Coordinated communication between different services was also seen 
as important:
I think we know that it is so easy for communication to fall 
down so I think you have to think very carefully all the time 
are all these people or services needing to be involved and 
then making sure that whoever is care coordinator or
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someone’s holding it, how to communicate, that that person 
becomes the channel of communication (Jodie).
Information
Two participants commented on the quantity of information that they 
are expected to retain, and the potential for ‘slippage’ (Trish) when so much 
information is being held between a number of professionals. One participant 
commented on the type of information that can arise during psychological 
therapies:
... what psychological work can throw up is a lot of unknown, 
uncertainties, questions, maybe information that is 
frightening for the patient or the clinician (Jodie).
Service users were seen as vital in providing information:
The service user brings the most important information of all, 
which is really how things feel for himself or herself, and 
when it feels worse and when it feels better (Jodie).
However, Claire spoke about the possibility that service users would 
withhold information if they were concerned about how it might be used, for 
example if they did not want to be admitted to hospital but thought they might 
be if they provided certain information.
The need for staff to share information with service users was raised as 
relevant to all service users but also with specific reference to people who 
experience paranoia:
...everything would be shared with them, so there’s nothing 
that’s secretive that happens to them. I think that’s 
particulariy important if you’re paranoid... (Georgina).
While policies on information sharing were mentioned in relation to 
formalising and containing risk (Helen), there was some indication that 
participants were not always clear about their implementation. An example of
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this was information sharing with other non-NHS agencies, even when 
working together within the same service:
...some of the NHS staff know from working on the wards 
and know that they’ve (service users) been very very high 
risk in the past, with a history of arson attacks, and murders 
and all this sort of thing and the voluntary sector won’t know 
anything about that and then it’s the issues of confidentiality 
and all this sort of thing, do we all adopt the same sort of 
policies or do we have different policies for different parts of 
the service? (Rachel).
Feeling safe
Several participants expressed a need for both themselves and the 
individuals they worked with to ‘feel safe'. For staff, this related to the ability to 
do their job:
So I think to work well you have to be, feel safe, safe and 
open-minded somehow... I think feeling safe is to do with 
have the competencies to do what you are expected to do in 
the organisation (Jodie).
There was also pressure from the NHS Trust to keep people safe, 
which was linked to pressure not to take risks, but seen as countervailing to 
the drive to discharge people from services (Angela).
While there was an indication that things could be done to increase 
feelings of safety, such as support from a ‘Risk Management Panel', there 
was more discussion of things that made staff feel unsafe. A lack of resources 
was one example:
...it creates a vicious circle, you have more locum staff, who 
can’t hold risk because they don’t know the patients, and 
then you have patients feeling unsafe because they’ve had, 
we’ve had ( ) different consultants in three years... we’ve 
had dozens of social workers and they feel less safe... the
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rolling impact is also that staff leave, staff are off sick, but we 
can’t recruit anybody... And one suspects that there’s that 
whole thing that somebody comes and looks and thinks 
“Wheyhey, that doesn’t feel a safe place to work” (Marisa).
The ability for service users to feel safe was seen to be related to 
recovery but there were contrasting views about how this relationship might 
operate. Participants perceived that service users needed to feel ‘safe 
enough’ (Angela) to begin recovery but feeling safe in hospital could be seen 
to impede recovery:
...that can be a double edged sword too, people who want to 
hide away in hospital all the time when they need to learn to 
be out in the community...{Tf\sh).
The meaning of recovery
Participants perceived the term recovery to have inherent difficulties 
because ‘it means all different kinds of things and so therefore it means 
nothing’ (Georgina). The discrepancy between the meanings attributed to 
recovery by laypeople and by mental health services was emphasised by 
Trish:
...recovery is one of those odd words, which has got a 
meaning I think for the general population which means 
getting fixed, getting better, getting well, totally and utterly, 
whereas in the sense of mental health..., it’s more about 
maximising quality of life and potential for meaningful activity, 
relationships, social networking, work if possible...
Participants talked about recovery meaning respecting the individual 
and finding out what recovery means to them, rather than ‘imposing the 
service’s idea of what recovery means to them’ (Rachel). Most conveyed 
recovery as meaning an improvement in the quality of life, but not meaning 
the individual would be ‘symptom-free’ (Helen) or no longer requiring services. 
Claire suggested one measure of recovery might be that an individual was 
able to access a service they had previously been unable to.
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Applicability and implementation of recovery approaches
It appeared that the rhetoric of ‘recovery’ was being used in services 
but without being underpinned by knowledge or understanding of its meaning. 
One participant stated that the recovery approach was being used as a 
philosophical basis for their service, but also that she felt embarrassed about 
her lack of knowledge and ‘must read up on the recovery model’. Several 
suggested there was a need for training about recovery approaches, for 
themselves and for other colleagues, again suggesting a perceived lack of 
knowledge or clarity about recovery approaches. It is possible that other 
issues were given priority. Claire commented:
Tm more aware of thinking about the idea of risk in this team 
currently, than recovery, so I quite like the idea of thinking 
about the idea of recovery a bit more.
Some participants referred to the use of Wellness Recovery Action 
Plans as a ‘concrete’ method of implementing recovery approaches, indicating 
that these could be useful but also time-consuming to complete. Others 
referred to the use of Advanced Directives in order to aid an individual’s 
recovery and plan for times of crisis.
Marisa suggested that Support Time and Recovery Workers did not 
share her meaning of recovery, leading to concerns about the way the 
‘recovery model’ was being implemented:
They (ST&R workers) sort of say “weli if I go with them, 
perhaps they’ll realise it’s alright”, but it’s in a very 
unstructured, unplanned sort of way. But that’s what they’re 
calling the recovery modei, but Tm thinking, well nothing’s 
being learned necessarily... and you have people with ST&R 
workers for years and they’ve done nothing, they’ve learned 
nothing, they’re no better... at some point you want 
somebody to be able to go places without a ST&R worker, 
don’t you?
195
Major Research Project; Results
Several participants said anybody should be able to benefit from 
recovery approaches in theory, but this was not necessarily the case in reality. 
This might be because an individual did not meet the ‘thresholds of severity of 
risk (Jodie) to access services using recovery approaches, such as 
Community Mental Health Teams. On the other hand, some participants 
thought that recovery approaches might not be successful with ‘long-term 
chronic clients’ (Trish):
...there are some people who are not going to recover. And 
that can be quite a difficult thing for the patient, and the 
therapist or the person working with the patient. (Lynsey)
Dependency versus moving on
Several participants did not want people to become ‘dependent’ on 
services, which was suggested to have been the case historically:
...we were actually getting quite a lot of people who became quite 
dependent on our service, it became a routine, it became a sort of drop 
in... and it was very difficult to move people on (Rachel).
Part of recovery was seen as thinking with the individual about the 
‘point in their life. And beginning to think with that person how they can move 
on from that point’ (Lynsey). With regards to moving on from mental health 
services, Rachel saw recovery as:
....always about helping people to move away from mental 
health services and integrating into society as a whole but 
again you have the dilemma of service users themselves 
being absolutely terrified of that and wanting, being so used 
to being under the umbrella of mental health services.
There were also concerns about moving people on from services too 
quickly, particularly when driven by resource constraints:
...the pressure to move people on is coming from budget isn’t 
it, it’s resource driven. It’s obviously good to only have 
people here for the period of time they need to be but I think
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there is actual pressure to only have people here for very 
brief admissions...{Angela).
Overall, there appeared to be need for balance:
I think we need to be able to move people on because we 
don’t want to make people overly dependent on the service, 
but you have to balance that out with giving people what they 
need to be independent so it’s aiways that balance 
(Georgina).
These concerns about if, when and how to ‘move people on' 
highlighted questions of autonomy, roles and responsibilities, of both 
professionals and service users.
The relationship between risk and recovery
No participants identified any relationship between risk and recovery or 
recovery approaches without being asked directly whether they thought any 
relationship existed. Direct questioning elicited very mixed responses.
As mentioned above, one participant thought people needed to be at a 
high enough level of risk to access services where recovery approaches 
would be considered relevant. One participant suggested that the aim of 
Wellness Recovery Action Plans was to reduce risk, but there was also a 
suggestion that risk ‘might need to increase in order for peopie to recover" 
(Claire), or that it was inherent in recovery:
I suppose risk is a necessary edge for recovery, in the sense 
you might think about life being like that... there’s risk 
involved in everything, and I think that if you don’t risk having 
to learn more and more ways of dealing with your symptoms 
yourself, you can’t live with them and you can’t recover, you 
just find yourself in permanent retreat (Caroline).
Despite this, risk that was high enough to warrant hospital admission 
might be seen to impede recovery:
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/ would say that when that’s hospital that would probably be 
getting in the way of recovery, you can do a certain amount 
towards recovery in hospital but the bulk of, most of what’s 
happening is about their relationships and the way they 
spend their time, whether they get back to work or whether 
they get back to their life as they’d like it (Angela).
Georgina suggested services had to take more risks, which might be 
seen as recovery-oriented, but that this was because of changes such as 
reduction in residential placements rather than as the result of a philosophical 
change in orientation driven by the influence of recovery approaches. Creative 
risk taking might therefore be seen to be driven by changes in mental health 
services other than those viewed as a move towards recovery approaches.
Responsibility
Encouraging people to take more responsibility for managing their own 
risk could be viewed as part of working towards recovery:
...Ultimately our aim is to give back service users the 
responsibility for their own lives and that means around their 
own risk as weli and they may need some help with that in 
the beginning, but that’s our ultimate, our uitimate aim 
(Georgina).
Encouraging people to take responsibility for themselves in the 
community was perceived to carry risks:
...There is more of a move for people taking responsibility out 
in the community and that is probably a good thing, you’re 
going to get too many false positives, or false negatives, by 
locking everybody away, but at the same time you do run 
that chance and people do get harmed in the community 
(Trish).
People could be supported by services to take responsibility for 
themselves:
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...any risks that patients are encouraged to take, they take 
responsibility for themselves, and we act as a team to try and 
contain that (Helen).
Issues of responsibility could also be seen to link to incidents and 
blame, in that sharing responsibility for risk between a team, the service user 
and carers, family or friends could offer protection from individuals being 
singled out and blamed if an incident happened. However, Freyja stressed the 
importance of taking individual responsibility within that process:
I want everybody to be responsible for risk at the individual 
level... so organisationally we’re supported, the team will 
reflect on it and the individual takes responsibility for it.
Discussion
The research aimed to offer a preliminary insight into the views of 
clinical psychologists towards the concepts of ‘risk’ and ‘recovery’ and how 
they might relate to each other. Secondary aims were to set those views within 
the broader context of mental health services and society more generally and 
to initiate discussion around the issues under investigation. As the research 
developed, the aims also developed towards investigating the possibilities and 
limitations of adopting recovery approaches, as seen by participants, based on 
their views of the nature and levels of associated professional risk.
Moving towards theory
The analysis above describes the main themes arising from the data, 
providing insights into the views of the participants, and setting their views in 
the context of their circumstances as they see them. Using grounded theory 
requires moving beyond the description of what is being said (and observed), 
and extrapolating to understand why things are as they are. To do so often 
involves drawing upon and making connections with existing theories to adopt 
appropriate ideas, but also adapting them in light of the data. To move towards 
such understanding, the author studied the data whilst asking what could be 
learned about how, and to what extent, the studied experience was embedded 
in larger positions, networks, situations and relationships (Charmaz, 2006).
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The data were rich and complex but the author found it useful to think 
about a one-sentence summary of the main gist being discerned: The clinical 
psychologists studied are aware of the emergence of recovery-oriented 
approaches but feel unable to incorporate them in practice because of 
perceptions of being bound by both their own limitations and those of their 
circumstances, including issues of risk.
With that summary in mind the author constructed three theoretical 
categories to assist understanding and develop explanation of the perceptions 
and experiences that participants had shared, while taking account of the 
social context in which the participants live and work. These were namely: 
Changing cultures in mental health services; Dominant and marginalised 
concerns; and Professional conflicts and dilemmas. They are presented below 
with a discussion of the issues that arose from the stage-by-stage data 
analysis represented in the descriptive categories and sub-categories listed 
above. The three ‘theoretical categories’ were thought about as an avenue 
leading from the more detailed descriptive analysis towards more theoretical 
considerations (so are themselves somewhat descriptive). They became a 
meeting place for more thoroughly theoretical perspectives that had developed 
during the research. Figure 2 illustrates these categories.
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CULTURE
Changing cultures in mental 
health services
e.g. Emergence of recovery
Increased accountability 1 
and blame «
Move away from 
paternalistic approaohrés
Dominant concerns
e.g. Risk of harm 
Fear of blame
Marginalised concerns
CONCERNS
\  /  e.g. Benefits of recovery
Learning from incidents
Professional conflicts 
and dilemmas
e.g. Wanting to support 
service users vs. wanting to 
promote independence
Wanting to increase 
responsibility of service user 
vs. awareness of professional 
accountabilitv.
CONFLICTS
Figure 2: A model of clinical psychologists’ perceptions of risk and recovery 
Changing cultures in mental health services
Participants identified changes in culture, both within mental health 
services and society more broadly, that related to issues of recovery and also 
of risk. Detailed consideration of the vast field of organisational culture is 
beyond the scope of the present report but it is important to touch upon. In the 
case of the present research, the ‘organisation’ considered is the NHS -  the 
employing organisation.
Although there are various definitions, an organisation’s culture can be 
thought of as the set of values, beliefs, customs and systems unique to that
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organisation (Burnes, 2004). Functional perspectives view society as a 
system with functional requirements that must be met for society to survive 
(Holmwood, 2005). From such a perspective, organisational culture is thought 
to function in four ways: ‘First, it conveys a sense of identity for the 
organisation's members; second, it facilitates members' commitment to 
something larger than the self; third, it enhances social system stability; and 
fourth, it provides a sensemaking device to guide behaviour’ (Anderson- 
Wallace & Blantern, 2005, p.191).
However, from an interactionist social perspective, organisational 
cultures are dynamic and develop in response to pressures from both external 
and internal influences (Heller et al., 1998). Interactionist perspectives see 
cultures as being constantly made by people, with each individual having their 
own interaction with -  their own pattern of giving to and taking from -  the 
cultures in which they live (Watson, 2008). In this view, the values, beliefs, 
customs and systems within an organisation are in flux, subject to competing 
claims and counter claims based upon ideas, loyalties, commitments, 
resources and actions. It is as the values, beliefs and customs are played out 
in practice through action that change becomes possible and real.
Taking the view that culture is created, recreated and reinforced in the 
day-to-day conversations and interactions among people (Anderson-Wallace 
& Blantern, 2005), we can see that participants did not speak explicitly about 
the external or internal influences that contributed to the process of change 
specifically, but did speak about the influences and stakeholders who were 
relevant to shaping their practice. However, in relation to recovery, 
participants spoke about change as something that was ‘happening’, rather 
than the result of social processes in which they had an active role. For 
example, they may say that their service had adopted an ethos of recovery 
but that they were still awaiting training about recovery. Thus, participants had 
not necessarily actively engaged in the process of change. They reflected the 
assertion that the development of people for their new roles and in new skills 
for the changed organisation or process is fundamental to supporting change 
(Garside, 1998).
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The perception that a move towards a culture supportive of recovery 
approaches was driven by a lack of resources rather than philosophical 
concerns might have implications for practitioners’ relationship to change. 
Despite this, there was some indication that the clinical psychologists wished 
to increase the potential to adopt recovery approaches. They could thus be 
seen as pivotal (rather than innovative or resistant), with the tipping of the 
balance in favour or against recovery approaches being adopted within their 
power, but not necessarily exercised. That balance, however, potentially 
depends on the way they see themselves as enabled or constrained by their 
own values, beliefs, or understanding and by the values, beliefs and customs 
of the systems within which they work and interact.
Among the constraints, they echoed the difficulties of definition (e.g. 
Jacobson & Green ley, 2001) and suggested ambiguity regarding the meaning 
of recovery approaches, as well as reservations about their applicability to 
people accessing secondary mental health services. Although they saw that 
some services claimed to be underpinned by principles of recovery, there was 
not a perception of a ‘culture’ of recovery or of creative risk-taking. In other 
words, they seemed to be able to see through the rhetoric of recovery, at the 
same time as observing the realities of risk. There appeared to be a crucial 
difference between ‘ideal’ and ‘pragmatic’ perspectives. If recovery is to be 
integrated into future mental health services as RCP / SCIE / OSIP (2007) 
suggest, it is likely to require the collaborative construction of a culture that 
reward behaviours which support change, innovation and even risk (Garside,
1998) among policy makers, practitioners, service users, carers, the public 
and the press.
Constructing a recovery-oriented culture may be difficult to achieve in 
the absence of a meaningful discourse about what recovery is, its 
applicability, or about risk-taking in a context of service innovation. Such 
service innovation is likely to require a learning environment in which 
uncertainty and failures can be regarded as a normal and necessary part of 
progress. In ‘learning organisations’, people continually expand their capacity 
to create the results they desire, new and expansive patterns of thinking are 
nurtured and people continually learn how to learn together (Senge, 1990).
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The existing culture was perceived as emphasising that the consequences of 
failure -  in the form of incidents of harm -  are best avoided. Although this 
appears to be with the intention of protecting service users, carers, 
professionals and the public, it limits the possibilities of innovation and a 
movement towards recovery-oriented approaches. Garside (1998) argues that 
the tension between regulation/surveillance and learning/development is 
unlikely to disappear, but that these elements can coexist within an 
organisation.
Cultural change (or, in this case, maintenance) in relation to risk was 
seen to result from both a general awareness of risk and also the experience 
of specific incidents of harm. The perceived pressures for changes in 
professional practice were seen to be occurring in the context of a society and 
mental health services increasingly focused on a narrow conceptualisation of 
risk, which emphasises the possibility of danger and consequent blame and 
litigation (Douglas, 1994). The way in which incidents of harm were seen to 
impact on working practice, through a reduction in the willingness to take risks 
could be seen to reflect Kasperson et a/.’s (1998) suggestion that perception 
of risk and risk behaviour generates consequences that trigger demands for 
institutional responses and protective actions.
However, there was awareness of the possibility of a learning culture 
as an alternative. Such a culture was seen to accept that not every incident 
can be prevented, but that each incident could lead to learning that could then 
inform future practice positively. A learning organisation harnesses the 
learning of individuals towards improved ways of working through the 
leadership and management of the organisation, including the need to focus 
on positive, rather than punitive incentives for change (Garside, 1999).
In line with Slade (2009a), the need to communicate about issues of 
risk and work as part of a multiprofessional team to share the responsibility for 
taking risk as a way of overcoming anxieties indicated that participants' 
awareness of ways in which they could actively contribute to the development 
of organisational culture through interactions with others. There appeared to 
be a contrast between participants’ approaches to culture of risk and culture
204
Major Research Project: Discussion
of recovery, with them seeming less consciously actively involved in 
contributing to the latter.
Dominant and marginalised concerns
Within this changing culture, it seemed that some concerns dominated 
whilst others were marginalised and that this had implications for participants' 
practice within adult mental health services in the NHS. Throughout data 
collection, participants seemed much more conversant with issues of risk than 
issues of recovery. Risk of harm -  and its potential negative consequences -  
was portrayed as a dominant concern for these clinical psychologists, 
reflecting the argument that management of risk is considered an essential 
component of good practice in contemporary mental health services 
(Campbell & Chaplin, 2001), and is clearly linked to the values, beliefs and 
customs of the ‘caring professions’ and the organisational systems set up to 
support them.
Participants’ experience of anxiety in relation to issues of risk may 
result from increased awareness of risk and attempts to cope with it, as 
suggested by Luhmann (1993). Risk was such a dominant concern that it was 
seen to drive the work of both individuals and teams, for example compelling 
decisions about which service users would be seen by professionals and how 
often, reflecting participants’ values of care and beliefs about prioritising 
caring for those in greatest needs. These represent the core values that 
contribute to the construction of professional identity (Norman & Peck, 1999).
Supporting the findings of Langan (2008), it was a narrow 
conceptualisation of risk that dominated over broader conceptualisations 
about risks with positive consequences or less extreme negative 
consequences. Specifically, risk was spoken about in terms of risk of harm 
caused by service users to self or others. Discussion about the potential 
outcomes for participants -  clinical psychologists -  in the light of service users 
taking risks was also dominated by consideration of outcomes such as blame. 
Positive experiences of taking risks and the possibilities of experiencing 
satisfaction, achievement or pride were focused upon far less. This, too, 
suggests that the protection of professional identity and the maintenance of
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the professional ‘self plays a significant part in thinking about their practice, 
but for different reasons to the values that see the prioritisation of care for 
those in most need.
So the concern about harmful incidents and the potential to be blamed 
was not simply a professional concern. In the context of experiencing anxiety 
outside work as well as within it, the concern to protect oneself from 
professional or personal harm was portrayed as dominant, sometimes at the 
cost of what might be most beneficial for the service user. The ability to work 
within a team rather than be isolated could be seen as a protective aspiration 
for participants, but it could also reflect a desire to work within a collaborative 
learning culture.
Resources, or lack thereof, could be seen as a dominant concern. It 
appeared that job satisfaction was at times marginalised for these clinical 
psychologists, who had come to accept that they could not achieve complete 
satisfaction within the resource constraints of the NHS. Again, this suggests a 
differential between professional values and desires, in their ideal 
perspectives and their pragmatic beliefs about what is possible in the 
circumstances. A lack of both quantity and quality of resources was thought to 
directly influence the amount of risk that individuals and teams were prepared 
to take, thus reducing the potential to work positively with risk.
The resources that were indicated to be facilitative of recovery-oriented 
practice included those located within the individual service user or 
professional and those external to individuals. Strengths in both cases might 
include such factors as an understanding of recovery approaches, which 
informants themselves declared were lacking; or confidence, which their 
experience of anxieties implied to be in short supply; or clear evidence of 
collegial and institutional support for engaging creatively with risk, which they 
did not perceive to exist.
It appeared that the dominance of issues of risk also led to the 
marginalisation of issues of recovery. If clinical psychologists feel they need to 
be risk averse, or to minimise risk, this is likely to be to the detriment of 
approaches that promote positive risk taking, including recovery approaches.
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This links directly to the fifteenth theme of pleasure approaches offered by 
RCP / SCIE / CSIP (2007), which recognises ‘the need to move beyond the 
current preoccupations with risk avoidance’, but unfortunately offers little in the 
way of practical suggestions of how to achieve this.
Participants' perceptions regarding which concerns were dominant and 
which were marginalised was important to the research because it uncovers a 
pivotal position in understanding their professional perspectives. This includes 
the problems and possibilities of their involvement in and contributions to the 
changes in culture that recovery approaches imply, such as from risk aversion 
to creative risk taking. If cultures are made up of values, beliefs, customs and 
norms, and the function of organisational cultures is to facilitate identity, 
commitment, stability and a sensemaking device to guide behaviour 
(Anderson-Wallace and Blantern, 2005, p.191), it is essential to appreciate the 
dominant concerns of key personnel. If culture is seen as dynamic and 
capable of being constructed through interactions, it is equally important to 
understand the ideas held by different individuals and groups and how they 
might compete or conflict and flourish or diminish in professional experience 
and practice.
Professional conflicts and dilemmas
Ethical principles have long been central to mental health services and 
complex decisions confront those working within services (Schulberg & 
McClelland, 1981). Participants seemed to experience conflicts within their 
circumstances and their roles, which might be seen to limit possibilities for 
adopting recovery approaches. Mental health services ‘serve’ those individuals 
who access them, but also their carers and society more broadly. While goals 
may be shared, each interested party may also have different needs and 
desires in their relationship with services, potentially giving rise to tension and 
conflicts for services and those who work within them (Fawcett & Karban, 
2005; The National Assembly for Wales, 2001). Within the data it appeared 
that participants experienced such conflicts within their roles, which left them 
with dilemmas regarding both issues of risk and recovery.
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Dilemmas seemed to be experienced in the context of perceived 
pressures from a range of stakeholders and influences. These conflicts 
included: wanting to support service users versus wanting people to be 
independent from services; wanting to increase the responsibility held by 
service users versus being aware of their own professional accountability; 
beliefs about what was helpful for service users versus the demands of service 
models or resource pressures; and meeting the needs of both service users 
and carers when those needs differed.
Some apparent conflicts related specifically to risk, including: assessing 
risk using available tools despite recognising limitations of these tools; wanting 
to keep patients ‘safe’ but needing to meet the demands of commissioners to 
reduce hospital admission; aversion to risk but also a desire for service users 
to take risk to contribute to personal development and recovery; a desire to 
take risks to achieve presumed benefits to the service user yet also a desire 
for neither they nor the clinical psychologist to experience negative 
consequences of risk; and wanting to prevent incidents but knowing this is not 
possible.
Conflicts regarding the meaning and applicability of recovery 
approaches could be seen to mirror conflicts within the recovery literature, 
such as the promotion of recovery approaches despite the question of whether 
recovery is possible (Bellack, 2006). The conflicts reported by participants 
might also mirror the apparent conflicts that exist in policy and guidance, which 
place emphasis on the importance of assessing and managing risk alongside 
the promotion of notions of recovery, which encourage collaboration, active 
participation and autonomy of service users (Sowers, 2005).
The conflicts that participants reported suggested that they have to 
constantly negotiate between competing roles, responsibilities and 
relationships, within the context of a perceived culture of fear or blame and 
dominant concerns about risk. It appeared that participants had to negotiate 
their way between tensions within services as well as between services and 
those they serve. Such conflicts and apparent uncertainties, and the dilemmas 
they create in practice, can be seen as inevitable characteristics of a
208
Major Research Project: Discussion
professional service that is both values based and engaging in innovation. In 
this context, it seemed challenging to develop knowledge and understanding 
of, or hold in mind, issues of recovery.
Arriving at theory?
Charmaz (2006) discusses at length the conceptual issues and 
variability relating to what is considered to constitute a ‘theory’ and, more 
specifically a ‘grounded theory’. The present study goes some way toward 
developing an interpretive theory as described by Charmaz (2006), insofar as 
offering an imaginative interpretation that was constructed by taking 
comparisons from the data and reaching up to construct abstractions and 
simultaneously reaching down to tie these abstractions to data. However, 
holding in mind the often unfulfilled promise of theory generation (Charmaz, 
2006), the author does not claim to have constructed or expounded a theory, 
largely due to the limitations of the study outlined below. Rather, the study 
offers a preliminary insight and can contribute some modest claims to the 
development of a theory of clinical psychologists’ perceptions of risk and 
recovery approaches to mental health. A significant achievement of the study 
has been to elicit implications for policy, provision and practice.
Implications for policy, provision and practice
This study and the interface model derived from it suggests a number of 
implications for NHS policy makers, for provision by managers, and for 
practice among key personnel in mental health services, pertaining to issues 
of both risk and recovery. The possibilities and limitations of adopting recovery 
approaches reside in all three realms of that interface. The core of the study 
was to consider that question as perceived by people whose professional work 
is located at the interface. Although the participants were all clinical 
psychologists, they spoke little about their specific roles as psychologists and 
appeared to position themselves very strongly as members of multidisciplinary 
teams, for example. The implications for practice therefore apply not only to 
clinical psychologists, but also members of other professions working within 
adult mental health services.
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From the perspective of the participants, it seems that recovery 
approaches are generally not being strategically incorporated into mental 
health services. The reasons include a lack of clarity about the meaning and 
practicalities of recovery, as well as its marginalisation by the prioritisation of 
other issues, including risk. This suggests the need for institutional clarification 
and guidelines for practice.
Participants suggested a lack of knowledge about recovery approaches 
to mental health, indicating the institutional need for a learning environment 
that promotes individual professional development.
Service models may themselves limit the opportunities to give clear 
messages about recovery. For example, the existence of teams with ‘recovery’ 
or ‘rehabilitation’ in the title may give implicit messages for other teams seen 
to support those with ‘severe and enduring mental health problems’. Such lack 
of clarity among and across teams of practitioners implies the need to 
establish communication processes to agree the meanings and methods with 
which teams operate.
Inconsistencies in the care and discharge of service users may limit 
opportunities to adopt recovery approaches. For example, the pressure to 
discharge people from some services rapidly from some services contrasted 
with the some models allowing practitioners to avoid discharging people for 
extended periods. There seemed to be a need for clear principles for making 
clinical judgements regarding length of service that could be offered in order to 
promote recovery.
The dominance of concerns about risk within services seemed to drive 
the prioritisation of work within services, for example which individuals were 
seen by practitioners. There were several implications relating to how good 
practice could be achieved when working with issues of risk, outlined below.
There is a need to consider the mental health and wellbeing of those 
working within mental health services. There is already evidence to suggest 
that staff in mental health services, particularly those in the community, 
demonstrate high levels of emotional exhaustion and poor psychological well­
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being, even when they are relatively satisfied with their work (Prosser et al.,
1999). Although this evidence did not include focus on issues of risk-taking 
and responsibility, this study found that anxiety about working with risk can 
lead to mental health services feeling ‘unsafe’ for both employees and service 
users, which can perpetuate difficulties recruiting and retaining staff. In turn, 
this can lead to higher levels of inpatient admissions as community staff feel 
they do not have the resources to manage risk. Teams need to be well 
resourced in order to provide staff, service users and carers with the support 
they require.
Perceived limitations of risk assessment tools were clear, particularly in 
relation to pro forma-style assessments treating risk as static rather than 
dynamic. Risk assessment can be made a more meaningful process through 
continuous and collaborative risk assessment and management planning with 
service users and carers, followed by reflection on these processes.
Sharing decision-making and responsibility among team members, 
service users and carers was seen as good practice that reduced anxiety 
about risk and increased opportunities for taking positive risk, which can 
promote recovery. Documentation of decision-making processes is vital, with 
each individual literally signing a document to agree to their role and level of 
responsibility considered good practice. Although likely to be a resource­
intensive process, the implication was that this could have significant benefits 
for all. This could be an example of the ‘risky shift’ phenomenon whereby a 
diffusion of responsibility among group members is seen to increase the level 
of risk taken by the group (e.g. Wallach et al., 1964).
There is a need for clear cross-agency policies regarding risk and the 
sharing of information, even when both NHS and non-NHS staff work within 
the same service. Clear policies could enable better assessment and 
management of risk and provide more robust safeguards for staff, service 
users, carers and the public.
Participants acknowledged that it is not possible to prevent all serious 
incidents of harm from occurring. There might be a need to work with Trust 
executives or commissioners, policy makers, the public, media, service users
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and carers in order to develop measured responses to incidents of harm and 
promote cultures of learning over cultures of blame. This is not to say that 
incidents would no longer be experienced as distressing, but that risk-related 
anxiety might be reduced and increase the opportunities to move from 
preoccupations with risk avoidance towards recovery-oriented approaches to 
practice.
Broadening conceptualisations of risk to include issues such as social 
exclusion, medication management, poverty, housing, self-neglect, racism, 
stigma or other forms of discrimination might also encourage the incorporation 
of themes arising from recovery approaches.
One possible response to the interpretation of the findings is a proposal 
in principle to establish an experimental action research-oriented ‘recovery 
implementation group’. Such a group could address the issues identified and 
test the feasibility of change in favour of recovery approaches through a 
cyclical process of enquiry and critical reflection aimed at evaluating and 
developing practice (Costello, 2003). From an interactionist perspective, such 
a response would make the case for key practitioners to become innovators in 
both professional practice and the changing of culture.
Evaluation of the research
In line with the guidelines for evaluation provided by Charmaz (2006), 
the research should be evaluated in terms of its credibility, originality, 
resonance and usefulness.
Credibility
All interviews were transcribed fully and analysed using both initial and 
focused coding, to achieve an intimate familiarity with the data and therefore 
the topic, within the time limitations. Due to the limitations of the study, the 
claims that can be made are modest but are supported by the data: systematic 
comparisons were made between observations and categories throughout the 
transcription and analysis of all of the interviews, in order for the results to 
remain grounded in the data. This helped to promote logical links between the 
gathered data, analysis and constructed arguments. With further data
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collection and analysis, the categories could cover a wider range of empirical 
observations. Each claim made in the results section was supported by 
evidence from interview transcripts, to assist the reader in forming an 
independent assessment of the research.
Originality
To the author’s knowledge, the categories offer new insights into clinical 
psychologists’ perceptions of issues of risk and recovery. Although the scope 
of the research was modest, it does have significance for the profession of 
clinical psychology, other mental health professionals, policy makers and 
those who access mental health services and their carers.
Resonance
The range of experiences studied was portrayed through the analysis 
and categorisation of all of the transcripts. Links were made between 
individual participants, the organisations in which they exist and society more 
broadly. Unfortunately, participants did not offer feedback regarding whether 
the results made sense to them or offered deeper insights about their worlds. 
It is hoped that the results offered acknowledgement of and insight into the 
changing cultures in which clinical psychologists work with both dominant and 
marginalised concerns and professional conflicts and dilemmas. The results 
may also resonate with other mental health professionals, service users and 
carers, although further research would be needed to investigate this.
Usefulness
Understanding the situation that clinical psychologists perceive 
themselves to be in and the responses they make to it is a major step towards 
constructing changes in culture and removing impediments to innovation that 
arise from conflicts experienced in roles and responsibilities. The present 
research offers an initial contribution to knowledge of the perceptions of 
clinical psychologists in relation to both risk and recovery. In doing so, it also 
offers insights into adult mental health services more broadly. It identifies 
changes in the culture of services, dominant and marginalised concerns and 
professional conflicts and dilemmas faced by clinical psychologists. It also
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suggests issues that have the potential to limit or promote the implementation 
of recovery approaches and points towards ways of achieving good practice 
when working with risk.
Limitations
The most notable limitation of the present research is the small sample 
of participants, taken from only two NHS Trusts within the same region of 
England. It is also important to note that participants were exclusively female, 
which could be a limitation. For example, research suggests gender 
differences in relation to both risk perception (Gustafson, 1998) and risk-taking 
behaviour (Byrnes et al., 1999). Data from male participants may have led to 
different categories being constructed or further refinement of the categories 
included in this study, but unfortunately none who were invited were able to 
participate.
Another limitation of the research is that it does not include participant 
feedback about the results of the research, which would have contributed to 
understanding the resonance of the research, as discussed above.
The present research focuses on clinical psychologists specifically. 
Future research could benefit from exploring similar issues with members of 
other mental health professions, service users and carers.
Conclusion
It appears that the clinical psychologists studied are generally unable to 
work in recovery-oriented approaches. Although there was some suggestion 
that services are seen to be encouraging the adoption of recovery 
approaches, this was happening in the context of cultural change that elevates 
risk as a dominant concern in such a way that issues of recovery may be 
marginalised. Working within this context to meet the needs of a range of 
stakeholders gives rise to professional conflicts and dilemmas in the roles of 
the clinical psychologists which may further impact on their ability to adopt 
recovery-oriented approaches. There are a number of implications for the 
practice of clinical psychologists, which may also suggest implications for 
other mental health practitioners, service users and carers. Further research is
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required in order to develop an understanding of these implications and 
consider what might be needed to enable the adoption of recovery 
approaches in adult mental services.
Remaining research questions
The present research was exploratory and aimed at initiating discussion 
and developing theoretical concepts. As such, it raises a wide range of 
potential areas for future research that might contribute to the development of 
adult mental health services. Of the many possible suggestions, the key 
questions include:
• Whether the findings of the present study would be supported by
investigation of a broader range of clinical psychologists or other
disciplines within mental health services.
• What processes maintain, or otherwise, dominant and marginalised 
concerns within mental health services.
• What might facilitate or repudiate cultural change within mental health 
services, particularly away from risk aversion towards the adoption of 
recovery approaches.
• How clinical psychologists respond to professional conflicts and
dilemmas and the impact this has on them, their colleagues, service
users and carers.
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‘Key themes of recovery’
1. Recovery is fundamentally about a set of values related to human living
applied to the pursuit of health and wellness.
2. Recovery involves a shift of emphasis from pathology, illness and 
symptoms to health, strengths and wellness.
3. Hope is of central significance. If recovery is about one thing it is about the 
recovery of hope, without which it may not be possible to recover and that 
hope can arise from many sources, including being believed and believed 
in, and the example of peers.
4. Recovery involves a process of empowerment to regaining active control
over one’s life. This includes accessing useful information, developing 
confidence in negotiating choices and taking increasing personal 
responsibility through effective self-care, self-management and self­
directed care.
5. Finding meaning in and valuing personal experience can be important, as is
personal faith for which some will draw on religious or secular spirituality.
6. Recognising and respecting expertise in both parties of a helping 
relationship which recontextualises professional helpers as mentors, 
coaches, supporters, advocates and ambassadors.
7. Recovery approaches give positive value to cultural, religious, sexual and
other forms of diversity as sources of identity and belonging.
8. Recovery is supported by resolving personal, social or relationship 
problems and both understanding and realistically coming to terms with 
ongoing illness or disability.
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9. People do not recover in isolation. Recovery is closely associated with
social inclusion and being able to take on meaningful and satisfying social 
roles in society and gaining access to mainstream services that support 
ordinary living such as housing, adequate personal finances, education 
and leisure facilities.
10. There is a pivotal need to discover (or rediscover) a positive sense of 
personal identity, separate from illness and disability.
11. The language used and the stories and meanings that are constructed 
around personal experience, conveyed in letters, reports and 
conversations, have great significance as mediators of recovery 
processes. These shared meanings either support a sense of hope and 
possibility or carry an additional weight of morbidity, inviting pessimism 
and chronicity.
12. Services are an important aspect of recovery but the value and need for 
services will vary from one person to another. For some people, recovery 
is equated with detaching from mental health services either permanently 
or for much of the time. For others, recovery may be associated with 
continuing to receive ongoing forms of medical, personal or social support 
that enable them to get on with their lives.
13. Treatment is important but its capacity to support recovery lies in the 
opportunity to arrive at treatment decisions through negotiation and 
collaboration and it being valued by the individual as one of many tools 
they choose to use.
14. The development of recovery-based services emphasises the personal 
qualities of staff as much as their formal qualifications, and seeks to 
cultivate their capacity for hope, creativity, care and compassion, 
imagination, acceptance, realism and resilience.
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15. In order to support personal recovery, services need to move beyond the 
current preoccupations with risk avoidance and a narrow interpretation of 
evidence based approaches towards working with constructive and 
creative risk-taking and what is personally meaningful to the individual 
and their family.
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Dear,
I am currently a second year trainee clinical psychologist at the University of Surrey 
and am undertaking my Major Research Project as part of the programme. This 
research is studying Clinical Psychologists' perceptions of risk and recovery 
approaches towards mental health difficulties. I am very keen to recruit 
Chartered Clinical Psychologists who may wish to participate in this research.
This study is an opportunity for you to contribute towards an understanding of issues 
of risk and recovery approaches to mental health difficulties, which are both 
important matters for clinical psychologists and mental health services more 
generally. The results of the research will be written up for my thesis and I also intend 
to submit a report of the research to a peer-reviewed journal.
I am interested in interviewing Chartered Clinical Psychologists of all grades, who 
work within adult mental health services. You do not need to have any special 
interest or knowledge of issues of risk or recovery approaches to mental health care. 
It is hoped that these interviews will be held between April 2008 and March 2009. 
Please find enclosed an information sheet with further information about this 
research and what participation will involve. If you are interested in being involved in 
this research, please respond in one of the following ways:
1. Complete the slip below and send it to Anna Tickle, Department of 
Psychology, The University of Surrey, Guildford, GU2 7XH.
2. Email me atA.Tickle@surrey.ac.uk
3. Telephone me on (telephone number was provided)
Thank you for taking the time to read this letter and the enclosed information. I look 
forward to hearing from you if you are interested in participating.
Yours sincerely.
Anna Tickle
Trainee Clinical Psychologist.
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Clinical Psychologists’ perceptions of risk and recovery approaches 
towards mental health difficulties
I have read the information sheet and am willing to be interviewed for the purposes of the  
research.
I can be contacted in the following way (please state your preferred method of 
contact and provide contact details, including preferred days / times):
Signed: Print: Date:
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Participant Information Sheet
Clinical psychologists’ perceptions of risk and recovery
approaches
Introduction
I would like to invite you to participate in this research, which is investigating 
clinical psychologists' perceptions of risk and recovery approaches to mental 
health difficulties. Please take the time to read the following information 
carefully.
What is the purpose of this research?
The project is part of my Clinical Psychology Doctorate at the University of 
Surrey. It is hoped that the research could provide useful information 
regarding clinical psychologists' views about risk and recovery approaches, to 
begin to develop an understanding of how these issues are perceived.
Why have I been invited?
You have been invited to participate because you are a Chartered Clinical 
Psychologist working with adults within mental health services. This may 
include adults of working age and those who are accessing mental health 
services for older adults. All of the Chartered Clinical Psychologists working 
within Surrey and Borders Partnership NHS Trust are being invited to 
participate.
Do I have to take part?
No. Your participation in this project is entirely voluntary. You have been 
approached only because you meet the criteria for the study. If you do not 
wish to take part, you do not have to give a reason and you will not be 
contacted again. If you do agree to take part but later change your mind, you 
are free to withdraw. That may mean that you wish to leave the room before 
you have completed your questionnaire or interview, or it may mean that you 
decide afterwards that you do not want your responses to be used. If this is 
the case, you are free to contact the researchers at the address below to 
withdraw.
What will I have to do if I agree to take part?
You will be asked to complete a short questionnaire asking for background 
information before being interviewed. The interview will last for approximately 
one hour and will be recorded. You can be interviewed in a place of your 
choice, providing it is a private room. If you do not have a private room that 
you can be interviewed in, the interview will be held in a private room at the 
University of Surrey.
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You might be asked to participate in a second interview, within twelve months 
of the first. This is because of the research methodology I am using, which is 
Grounded Theory. This methodology allows the interview schedule to be 
adapted as the research progresses, so that issues that arise in one interview 
can be explored in detail in further interviews. Therefore the questions in a 
second interview would not be the same as in the first, but might focus on 
more specific issues relating to the topics. A second interview would also last 
approximately an hour. Your participation in this would be voluntary. Even if 
you participate in one interview, you do not have to agree to be interviewed 
again and your data from the first interview can still be used.
Is there any payment for participation?
There is no payment for participation. Travel expenses can be claimed if you 
travel to the University for an interview.
Are there any disadvantages of taking part?
It is possible that you may not be comfortable answering questions about your 
feelings. Please remember that nobody will see your answers, but if you feel 
uncomfortable, you can choose not to answer the question and we will move 
on. If you do not want to continue, you are free to terminate the interview at 
any time and your answers will not be used as part of the study.
What are the benefits of taking part?
Participation may not be directly beneficial to you, although it is hoped that the 
research will contribute towards the development of clinical psychology. The 
interview might offer an opportunity to think about issues of risk and recovery 
approaches to mental health, which might in turn influence your practice.
Are your answers confidential?
If you take part in this study, you will remain completely anonymous. You will 
not be asked to put your name on any forms, and none of the information 
collected on forms will be seen by anybody other than myself. I will transcribe 
the interview personally. It is possible that my university supervisors. Dr. Mark 
Hayward and Dr. Dora Brown, might see the transcription of the interview. 
However, the transcript would be anonymous. Your responses will be used 
only for the research, and nobody will know your individual answers to any of 
the questions. It is likely that I will use quotations in the written report of the 
research and subsequent publications. If I do quote you, your name would not 
be linked to the quotation. If you take part, you can be assured that all data 
collected will be treated in the strictest confidence.
How will the information be used?
After all of the interviews have taken place, the research will be written up into 
a thesis, and subsequent attempts will be made to publish the findings in a
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national psychology journal. If you wish to be given a copy of the thesis 
please inform me and I will arrange for a copy to be sent to you.
In the event of concerns or complaint:
If you have any complaint or concerns about the research, please contact 
Anna Tickle by e-mail, letter or telephone. If you do not want to discuss your 
concerns with Anna, please contact Dr. Mark Hayward at the Department of 
Psychology, address and telephone number given below.
Thank you.
Researcher: Anna Tickle, Trainee Clinical Psychologist, University of Surrey.
Address for both Anna Tickle and Dr. Mark Hayward:
Department of Psychology,
School of Human Science,
University of Surrey,
Guildford, Surrey,
GU2 7XH.
Telephone for Anna Tickle: (Telephone number was provided)
Telephone for Dr. Mark Hayward: (Telephone number was provided)
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Evidence of ethical approval
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DrMark Cix>piey
Chain Faculty of Arts and Human Science» Ethics 
Committee 
University of Surrey
Anna Tickle
Department of Psychology - Clinical Trainee 
University of Surrey
t iir<w\fERSiTry <:HFSURREY
Faculty of
Arts and Human Sciences
Gulidford, Surrey GU2 7XH UK
■n+44 {0)1483 6S9445 
F:+44 {0)1483 689550
:W^4ajff«y.ac,ùk.:
bear Anna
Reference: 218- PSY- 08
Title of Project: Towards a theory of clinical jpsychofpplsts^perceph
recovery approaches
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
n
Dr Mark Cropley
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BW Ms Action
Faculty of Arts and Human Sciences
Ethics Committee
Ref:
Name of Student: 
TKleofPfojet#
S#eh#on
: b a të # M b rh i# d h ::
218-PSY-08 
ANNA TICKLE
Towards a theory of clinical psychologists’ 
perceptions of risk and recovery approaches
Dr Mark Hayward and Dr Dora Brown
14 March 2008
The above Project has received NHS approval and expeditious ethical approval has 
been granted.
Signed:
Dr Mari< Cropley 
Chair
Dated: /
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Please note that the line numbers are not accurate due to different margins in 
this document to the original transcript. Otherwise, the transcript has not been 
changed in any way.
PARTICIPANT ONE
1 1 Intro... So could you tell me what
2 does the term ‘recovery approaches’
mean to you?
3
P 4 Um, 1 suppose it’s about, um, starting Beginning where the individual
c at where the person is at, and so needs to begin.O
6
respecting what they have come in 
with and where they are at a certain Respecting the individual.
point in their life. And beginning to
7
8
think with that person how they can 
move on from that point and so 1 think Respecting point in life.
it is very important to begin with where Thinking with the individual.
9 they’re at and to kind of respect that
10 and then begin to think about how
How to move on.
11
they might move on from wherever Beginning where the individual
that place is. needs to begin.
12
Respecting the individual.
13
14
How to move on.
15
16
1 17 Sure. And what do you think are the
18
main principles of recovery
approaches?
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19
P 20 
21 
22
23
24
25
26
27
28
29
30
Um, it’s about respecting the 
individual, it’s about having the 
individually tailored approach to that 
person, and it’s about empowerment 
of the individual, building on what their 
strengths might be, um, kind of 
allowing them space and access and 
time to kind of think about how they 
might move on in their life and how 
they can tap into their strengths.
Respecting the individual.
Tailored approach.
Empowerment
Building on strengths
Allowing space, access and time 
to think.
How they might move on. 
Tapping into strengths.
31
32
Sure, so building on what they already 
have?
33 Yes.
34
35
36
37
38
And do you think there are any 
factors, perhaps in services or 
perhaps more generally, that promote 
or facilitate recovery approaches?
P 39
40
41
Um... well, I think, you know, we are 
beginning to think a bit more, certainly 
in the secondary care services about 
trying to facilitate people back into the 
community, to kind of think about the 
community resources that are around
Thinking more about facilitating 
people back into the community.
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42 and trying to help people back into the Using community resources.
43
community settings if they’ve been a
bit more isolated from that. Um, 1 think
44 we... 1 personally think group Facilitating people back into the
45
46
processes are quite helpful. 1 know community.
there’s a certain feeling around not 
having people in groups in mental Isolated.
47
health settings, but 1 think a lot of Group processes helpful
people in mental health can feel quite
48 isolated, quite lonely, and feeling, you
49
know, so 1 think a group process is a Feeling that groups are not
very important aspect of for helping helpful in mental health settings.
50 them to feel connected and helping 
them see that other people have
51 similar difficulties. Um, so, um. Isolated, lonely.
52
53
Group processes helpful.
54
55
Connected to others.
56
Seeing others have similar
57 difficulties.
58
59
60
61
1 62 When you said there’s some feelings
63
kind of against groups...
P 64 1 just heard some kind of issues Beliefs that people should be in
65
around feeling that people have got to the community.
be in the community, rather than kind
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66 of, because 1 know they’ve closed the
67
day treatment services and now there
is a kind of feeling that people
68 shouldn’t be put together. Closure of resources.
69
70 Feeling that groups are unhelpful
71
in mental health settings.
72
1 73 Right
P 74 1 don’t know if that’s a wider feeling Local feeling that groups are
75
but 1 mean there are some local 
feelings about that. But 1 think with
unhelpful in mental health 
settings.
76
77
some people that can be quite a 
helpful resource - a day hospital, a
Group processes helpful
day treatment centre, and just
78 meeting with other people. Resources for group processes.
79 Meeting others.
80
81
1 82 Yeah.
P 83 Um, one of the resources that we use Resources
84
85
quite a lot is the ST and R workers in 
terms of using them ‘cause they’re 
very tuned into the recovery model
Support Time and Recovery 
Workers.
86
and have had quite a lot of training on
it
Tuned into the ‘recovery model’.
87
Training on ‘recovery model’
88
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1 89 Okay
P 90 And part of their remit is to kind of Remit of ST&R workers.
91
92
take people out into the community 
and work with them in terms of looking 
at models of recovery and begin to
Taking people out into the 
community.
93
94
think about being a bit more Models of recovery.
integrated.
Integrated
95
1 96 Sure, okay. And what would you say -
97
1 know you’ve talked about people
being respected and starting from
98 where they’re at -  would you say
99
there are any particular advantages of
recovery approaches, other than that.
100 over other approaches to mental
101
health treatment
102
103
104
P 105 Um, 1 suppose it, um 1 mean maybe
106
one of the things that’s helpful is that
it’s also looking at the positive
107 aspects, it’s also looking at their, you Helpful
108
know, what they do have, the 
resources within themselves. Um, 1 Positive aspects
109 think sometimes mental health can be
110
quite negative: let’s think about what 
the difficulties are, let’s think about Resources within the individual.
111 crises...
112 Mental health services focusing
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113 on the negative.
114
115
1 116 Sure
P 117 ...and that sort of thing, so that might Might be helpful.
118
be helpful, and that there’s also quite
a lot of concrete things that is involved
119 in the recovery model, that is quite Concrete.
120
helpful, kind of quite, you know, sort of 
writing things down and trying to think Recovery model. Helpful.
121 about making things a bit more
122
concrete, a bit more conscious 
maybe, so that it’s more in front of you Writing things down.
123 rather than kind of trying to... because
124
1 think when you get into the kind of
crisis stage or when things go.
125 become more difficult your thinking Concrete.
126
processes aren’t quite so clear so 1 
think if you’ve got a folder or Physical resource
127 something in front of you that can be
128
really helpful.
129
130 Difficult to think when in crisis.
131
132 Concrete.
133 Helpful.
134
1 135 Sure, yeah, okay. Do you think that
136
there are any disadvantages of
recovery approaches over other
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137 approaches?
138
P 139 Um, 1 think it may give the impression Give the impression that
140
that everyone can recover everyone can recover
141
1 142 Right
P 143 Um, and there are some people who Some people will not recover.
144
are not going to recover. And that can 
be quite a difficult thing for the patient,
145 and the therapist or the person Difficult for patient and
146
working with the patient. Um, because professional.
some people are going to be stuck
147
148
149
Being stuck.
1 150 Sure
P 151 So 1 think that can be quite tricky. And Tricky.
152
153
kind of feeling that if they’d worked 
harder, or did something a bit more, or 
are we doing., you know, it could, it
Feeling that the person is not 
doing enough to recover.
154
155
156
MAY lead to a certain sense of
frustration that things aren’t moving 
on, that people aren’t recovering. Um, 
a sense of, allowing people to be 
maybe.
Frustration at the person who is 
not ‘recovering’.
Not moving on.
157
Not recovering.
158
Allowing people to “be”.
159
247
Major Research Project: Appendix E
160
1 161 Okay, so sometimes they might want
162
to move people on beyond a point that
the person is able to?
163
P 164 Yes. Or even move them on a bit Want to move people on quicker
165
166 
167
quicker than they’re ready to achieve. than they are able.
So 1 think it’s, you have to stick with 
the pace that the person can do it, 
with encouragement and stuff but
Respect the pace of the 
individual.
sometimes that can be very
168 frustratingly slow work. Or you come 
up against something that’s very Encouragement.
169 resistant, and 1 think that can be quite
170 difficult to stick with and 1 think, you 
know, that maybe there needs to be a Frustratingly slow.
171 bit more acknowledgement of that in
172 there. What is recovery, is it, rather 
than just everybody recovers, it is Resistant.
173 going to be very individually tailored to Difficult to persist.
174 what each person can achieve.
175
Need to acknowledge difficulties.
176
What is recovery?
177
Individually tailored.
178
What can the person achieve?
179
180
181
1 182 Yeah
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1 183 So rather than people recovering from
184
mental health problems to the point
that they are absent,
185
P 186 Yes, it’s a gradual, slow kind of Slow process.
187
process and very different for different 
people. 1 mean 1 suppose the word Different for individuals.
188 recovery, it can engender a certain
189
feeling that people are going to 
recover totally.
190 Feeling people will recover
191
“totally”.
1 192 Right
P 193 And that may not be the case, and Some people will not recover.
194
often is not the case actually. Um and 
so, 1 don’t know whether there may be
195 some unmet expectations, some
196
frustration, irritation if that doesn’t 
happen. Unmet expectations.
197 Frustration at the person who is
198
not ‘recovering’.
1 199 Sure, and that kind of ties in with my
200
next question, which is about whether 
you think there are certain people who
201 you think would benefit from recovery
202
approaches and maybe not other
people. Do you think there are maybe
203 particular groups of people who would
204
benefit more than others
205
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206
207
F 208 Um, 1 think there are aspects of it that Aspects of recovery approaches
209
210
can be applied to most people, can be applied to most people.
because everybody’s got some inner 
strengths and resources that you can
Building on strengths.
211
work with so Resources within the individual.
212
213
1 214 Yeah
P 215 It’s pulling those out. 1 mean it may, 1 Tapping into strengths.
216
217
suppose it depends how you work 
with it, you know. 1 mean all the kind 
of folders and stuff may not be
How recovery approaches are 
applied.
218
appropriate for particular people. Some aspects not appropriate
people may be put off by the amount for everybody. Writing might put
219 of stuff that you need to write down people off.
220
and how it is presented to people.
Um. 1 don’t know, it kind of, 1 don’t
221 know, 1 suppose 1 need a bit more How recovery approaches are
222
experience of it, of how it works for presented.
different people. I’m not sure about
223 personality disorders, 1 don’t know.
224
Need for more experience.
225
How it applies to different 
groups.
226 Not sure how it applies to
227 personality disorders.
228
229
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1 230 Okay. And so, we’ve thought a bit
231
about recovery approaches. Now if we
think about risk, can you tell me what
232 the term risk means to you?
233
P 234 Um, well, in mental health we think of Categories of risk.
235
risk in terms of risk to self, risk to 
others, and so there’s various aspects Risk to self. Risk to others.
236 of risk that we kind of look at in terms
237
of self-neglect, risk of self-harm, um.
and risk to others. So, it’s divided into
238 those categories and we think about Risk of neglect. Risk of harm.
239
the person in those terms, how risky
they are to themselves, how risky they
240 are to others. Categories of risk.
241 Thinking of the person in terms
242
of their level of risk to 
themselves. Thinking of the
243 person in terms of their level of
244
risk to others.
245
1 246 Sure. And what are your views on the
247
way that mental health services 
approach risk?
248
P 249 1 think we can be very, um, paper- Paper-driven.
250
driven, you know, so that as long as 
we have ticked the boxes that means
251 we have reduced the risk. Ticking boxes.
252 Reducing risk.
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1 253 Sure
P 254 Which, 1 don’t think is necessarily the Ticking boxes does not reduce
case. 1 think we could probably be a 
bit more, um, work more creatively
risk.
255
256 with risk in terms of trying to balance.
257
um, you know, 1 think we’re a bit Could be more creative.
averse to risk, a bit risk averse so if
Balancing risks.
258 anything happens we think we must
259
do der der der der der, sometimes 1 Risk averse.
think it can be more helpful to the
260 patient to kind of sit with whatever’s
Risk averse.
261
going on and kind of try and um work If anything happens.
through things with them and, rather
262 than feeling we don’t trust them, you
263
know, if they say something that we More helpful to the patient to sit
think is quite risky we kind of leap into with risk.
264 right well you have to jump through
various hoops, you have to go and Work through risk.
265 see doctors you have to go to... we
266 may kind of panic a bit. 1 mean 1 think
there’s a lot of anxiety around risk and Patient feeling professional does
267 have we done X, Y and Z, have we not trust them.
268 filled in the boxes, have we done, 
filled in the huge amount of
Reaction to disclosures of risk.
269 paperwork. You know, and sometimes Jumping through hoops.
270 it is important to be with the person
and explore the risk and explore
271 what’s going on and that can be more
important than ticking boxes. 1 think if 
you get caught up with the paperwork
Panic in response to risk.272
273 sometimes it can detract from actually Professional’s anxiety.
working with the person and working
Have we done what is required?274 with the risk and talking that through.
275 um, but yeah, there’s a lot of anxiety 
around making sure that you’ve got
Ticking boxes.
276 Paperwork.
252
Major Research Project: Appendix E
277 risk forms filled in. Importance of being with the
278
person.
279
Explore the risk.
280
Explore.
281
Ticking boxes.
282
Paperwork.
283
Paperwork detracting from work
with the client.
284
Talking through risk.
285
Professional’s anxiety.
286
Paperwork.
287
288
289
290
291
1 292 And where do you think that anxiety
293
comes from?
P 294 It comes from, if something happens. If anything happens.
295
so there’s a huge anxiety around 
suicide for example, or some other Professional’s anxiety.
296 kind of crisis in the community. Suicide.
297
something about harm to other 
people, and then worried that we’re Crisis in the community.
298 going to be blamed because we Harm to others.
299
haven’t kind of... it can be a bit, it can 
be quite, as a care co-ordinator it can Professional’s anxiety.
300 feel a very difficult place in terms of Blame of professionals.
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301 being blamed for what’s going on, if
302
you haven’t ticked boxes, if you 
haven’t filled in forms. Um, and you
Difficult for care co-ordinators.
303 know, that’s certainly, 1 mean they’d
304
probably say it’s not about blaming 
but 1 think the reality is that care Blame of professionals.
305 coordinators do feel very blamed Ticking boxes.
306
when things go wrong.
Paperwork.
307
308 Say that it is not about blame.
309 Reality different to message.
310 Care Coordinators feel blamed.
311 Things go wrong.
312
1 313 And who do you think they feel
314
blamed by?
P 315 By the (NHS) Trust, Perceived blame from NHS
316
Trust.
1 317 By the Trust
P 318 and maybe by society, and the media Perceived blame from society.
319
320
321
-  you didn’t fill in this form so this 
person went out and... you know, so it 
does feel like you know, like when 
something awful happens there is a 
tendency to think this person didn’t do
Perceived blame from media.
Professional could have 
prevented risk by doing 
paperwork.
322 their job When something happens.
323 Professional viewed as not 
having done their job.
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324
325
1 326 And so it sounds like you think that
327
has some disadvantages for the
person, that sometimes the
328 professional might get so caught up in
329
dealing with the paperwork that goes
with managing the risk, and then they
330 don’t get the same level of service
331
they might
332
333
P 334 Um, 1 think it leads us to, or it can Panic in response to risk.
335
often lead to people panicking.
because 1 think what patients can
336 value is the ability to say something in Patients value ability to talk
337
338
the room with you that you can cope 
with
about risk.
Patients value professionals
being able to cope with risk
339 (containment?).
340
1 341 Sure
P 342 So that you can sit with whatever it is Sitting with risk.
343
they’ve said, feelings of suicide or 
feelings of wanting to cut. They feel Feelings of suicide.
344 that they’re able to say that to you and Feelings of self-harm.
345
you can sit and calmly explore that 
with them and think about how they Professional sitting with risk.
346 might manage that risk and how they, 
what they might do. 1 think a lot of us 
do do that, but you know, it can be
Exploring risk. Calm.
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347 very difficult to be left with that feeling
348
349
of what are they going to do, have 1 
done enough
Think with patient about how to 
manage risk.
350
Risk being discussed in this way, 
but difficulties.
351
Professional left with concerns
352 about what the client will do.
353 Have 1 done enough?
354
355
1 356 And you mentioned the client
357
wondering whether you trust them, do 
you think that it works the other way
358 round as well, that they wonder
359
whether they can trust professionals?
360
361
P 362 Yes, yes, absolutely. Um. Are you
363
364
365
going to panic if they tell you 
something? What are you going to do, 
are you going to leap in with various 
interventions that might be
Patients wondering if 
professionals will panic in 
response to risk.
appropriate, or can you just listen, can Interventions in response to risk.
366
367
you just hear, can you hear what 
they’re saying, can you hear this is 
how they’re feeling, and can you work
Professionals just hearing what 
the patient is saying.
368 with it? Working with what they bring.
369
370
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371
372
1 373 Sure
P 374 Rather than oh no, this person’s too Too risky’.
375
376
risky. I’ll need to refer them on to 
somebody else. Or 1 need to do 
something else or they need to see
Referring people on because of 
risk.
377
somebody else and people can often Doing ‘something else’ in
feel they are passed on a lot and of response to risk.
378
379
course the risky people are passed on 
quite a lot, the difficult people can get 
passed from service to service, um.
Referring people on because of 
risk.
380 so, 1 think that can feel a very ‘Risky people’. ‘Difficult people’.
381
dissatisfying experience.
Referring people on because of
382
risk.
383
Dissatisfying experience.
384
385
1 386 For you or for the client?
P 387 Certainly for the client, um, and for us Dissatisfying experience for
388
389
390
as well. 1 think probably 1 think the client and professional.
Trust could do more in helping us to 
think about risk in a more creative 
way, rather than just kind of, have you 
filled in the forms, have you done the
Trust could do more to help 
professionals think about risk 
creatively.
391 CPA, can you fax the risk Paperwork.
392
assessment, you know, are you sure 
you’ve ticked this box? Role of CPA.
393 Risk assessment. 
Ticking boxes.
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394
395
396
1 397 And are there specific things that you
398
have in mind when you think about 
dealing with risk more creatively?
399
400
P 401 Um, 1 suppose...... well just, you
402
know, kind of trying to get the balance 
right really, between what you have to
403 do and what, what might be Getting the balance right.
404
appropriate in this setting to think 
about with the patient. And when it’s What you have to do.
405 okay to kind of, you know, 1 suppose Context -  what is appropriate in
406
407
that the conversations around risk are this setting?
very one-dimensional, very um, it’s 
very paper-work driven and it’s very Thinking with the patient.
408
409
risk-averse. DON’T take any risks.
have you done your paperwork, when 
in fact we could think about, you 
know, it’s about covering yourself a lot
Conversations around risk. One­
dimensional.
410
411
of the time, and um, 1 don’t think 
they’re thinking about what would be 
most beneficial for the client because 1
Paperwork.
Risk averse. No risks!
412
413
think sometimes what is most 
beneficial is that you do nothing.
Paperwork.
414
Covering yourself.
415
416
Not thinking about what would
417 be most beneficial for the client.
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418 Sometimes most beneficial to do
419
nothing.
420
421
1 422 Right, yeah.
P 423 You sit with it and you work with it and Sitting with risk.
424
425
you hold it, and 1 think if we had more 
support and help to do that everyone 
would feel more comfortable and 1 
think clients would feel more
Working with risk. Holding risk. 
Need more help and support to 
feel comfortable with risk.
426 comfortable and they'd feel more able If professionals more
427 to talk to people about risk. comfortable, clients more
428
comfortable.
429
More comfortable -  more able to 
talk about risk.
430
431
432
1 433 And do you think there's things that
434
the Trust would need to be able to do 
that, to be able to give you that
435 support?
436
P 437 Definitely more in-depth training, with Need for training.
438
439
people with clinical experience, you 
know, that work with people in difficult 
populations, and work quite a lot with
Hearing from people with clinical 
experience.
440
risk and work quite creatively with risk ‘Difficult’ populations.
and thinking about the balance 
between what is appropriate and
259
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441 what’s, you know, what’s not Working creatively with risk.
442
appropriate when you need to panic 
and be really worried and when you
Balance.
443 can sit with something because that’s What is appropriate and what is
444
445
446
quite, that’s a difficult balance and not.
leads to a lot of stress and worry for 
clinicians, because we often go home 
thinking is that person going to be 
alright?
Need to panic in response to 
risk.
Being able to sit with risk.
447
448
Difficult balance.
449
Stress and worry for clinicians.
450
Worry for clinicians about the
451 individual.
452
453
454
1 455 And how do you manage that as a
456
clinician?
P 457 Um, 1 think, you know, 1 do have quite Role of supervision.
458
good supervision and 1 have very
supportive colleagues. The manager
459 here is very good -  has been a long­ Support from colleagues.
460
term manager with a lot of clinical 
experience, and the team is very Support from manager.
461 supportive actually, so it’s about Learning from clinical
462
463
having the support of your colleagues experience.
and being able to discuss it, um, think 
about it. Think about it in the team Supportive team.
464
meeting, um, and just talk about it. 
And own it more as a team actually.
Support from colleagues.
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465 that’s very helpful when you can do
466
that.
Discussion of risk.
467 Think about in team meeting.
468 Discussion of risk.
469 Own risk as a team.
470 Helpful to own risk as a team.
1 471 Rather than as an individual?
P 472 Yes, so that you’ve talked about your Discussion of risk.
473
474
concerns with colleagues, you’ve 
talked about it with the team, so that 
you can feel it is a team decision
Discussing concerns with 
colleagues.
475
process that we’re working with. Discussion within team.
476
Team decision process.
477
1 478 Sure
P 479 1 mean the other thing the Trust has Resource provided by the Trust.
480
done is they do have a risk, um, a risk 
meeting, um, meeting. I’ve forgotten Risk panel.
481 what it is called, where you can take
482
difficult cases and discuss them
Discussing ‘difficult’ cases.
483
484
1 485 Right
P 486 1 think it’s a risk panel it’s called Risk panel
1 487 Right, 1 wasn’t aware of that.
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P 488 Yeah, so that’s something that’s Introduction of resources to
489
actually quite recently been manage risk.
introduced, so that those very difficult
490 clients who are often risky or posing a
491
492
risk or being quite resistant to ‘Difficult’ clients.
treatment can actually be discussed in 
a panel. ‘Risky’
493
‘Resistant to treatment’.
494
Discussion of ‘difficult’ clients.
1 495 Okay, and have you had any
496
experience of that process? Because 1
wonder what that process entails.
497
498
P 499 Um, 1 think it’s the care coordinator Care cooridinator taking case to
500
501
502
taking it to a panel of people who, 1 panel.
think they’re quite senior managers 
within the Trust. 1 know that the 
psychologist is a psychologist who
Panel comprises senior 
members of the Trust.
has done quite a lot of forensic work. Psychologist on panel.
503 and there’s quite a lot of managers 
there so it’s about discussing the case Forensic experience.
504 and thinking about it, 1 mean 1 don’t
505 know, 1 haven’t talked to anyone who 
has been through It and had any Managers on panel.
506 feedback about what it’s like, but 1 Discussing case.
507 don’t know whether you might want to 
investigate that and see who’s on the
508 risk panel and see what it’s like. No experience of risk panel.
509
510
511
Worth researcher finding out
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512 about.
513 Risk panel.
514
515
1 516 Yeah, it would be interesting to find
517
out, especially 1 suppose to find out
how creative they are when
518 discussing cases of risk, or whether
519
they might be very risk averse, as well 
because
520
521
P 522 Yes, 1 don’t know, it was something Bringing in resources from other
523
that was in operation on the East side parts of the Trust.
of the Trust and they brought it over
524 here as well, so it’s quite new.
525
526
1 527 Yeah, I’ll look into that, thanks. And do
528
you think that there’s any advantages
of the way that mental health services
529 approach risk?
530
P 531 Well 1 think that risk is very much in Risk present in our minds.
532
533
our mind, in that way, when maybe it 
wasn’t so much when 1 first started 
training. We do always ask about risk.
Increase in presence of risk in 
minds.
534
we do always have that in our mind, 
which 1 think is good. Whereas 1 think 
when 1 began working it wasn’t
Always ask about risk.
Positive that risk is present in our
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535 always, you know, unless something minds.
536
537
was very obviously risky. We didn’t 
have it so much in our mind, but 1 
think risk is very much to the forefront
Increase in presence of risk in 
our minds.
538
539
now. You know, there’s all sorts of Not just obvious risk.
aspects of it, and the whole kind of 
child protection aspects as well, which 
are really important to think about, so 1
Increase in presence of risk in 
our minds.
540 think all of that has really helped us to
541
542
have it in our mind much more and 1 
think that is a good thing. Different aspects of risk.
543
Child protection.
544
545
546
Positive that risk is present in our
547 minds.
548
549
550
1 551 To be much more aware.
P 552 Yes, and 1 think the other thing that
553
554
we’re probably much better at doing is 
communicating risk.
Much better at communicating 
risk.
1 555 Right
P 556 Between the different services. Communicating risk between
557
There’s been quite a lot of enquiries 
and reports on how various aspects of 
services knew that people were risky
services.
Impact of enquiries / reports
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558 but they didn’t communicate that so about risk.
559
560
there wasn’t a bigger picture 
regarding risk and so ! think now 
we’re much more aware now, if we do
Impact of not communicating 
about risk.
561
feel that somebody’s risky then we will Communicating to build ‘bigger
communicate that and we don’t feel picture’.
562 so anxious about communicating that. 
You know, and we will say that to Increased awareness of risk.
563 patients, when they tell us things we Communicating about risk.
564 will say well 1 need to communicate
565
what you’ve told me, it’s something
that 1 need to communicate to others. Not so anxious to communicate
566 So all of that 1 think is very good. about risk.
567 We tell patients we will
568
communicate about risk.
569
We will tell patients we will 
communicate about risk.
570
571
Positive to communicate about
572 risk.
573
574
575
1 576 And how do you feel the patient
577
benefits from that, from knowing that?
578
P 579 1 think it’s out in the open. It’s very Open with patients about
580
clear from the beginning that communicating risk.
information, if there are any risks, we
581 say that at the beginning that that
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582 information will be shared, so they’re Patients fully aware of
583
very clear about that as well. information sharing.
584
585
1 586 Yeah
P 587 So, so 1 think that is very helpful Helpful that patients know we will
588
actually, that’s a very helpful thing. communicate about risk.
1 589 Okay, thanks, and do you perceive
590
there to be any relationship between
risk and recovery approaches to
591 mental health?
592
P 593 In what way?
1 594 Do you think that there needs to be
595
particular approaches to risk in order
for recovery approaches to be in
596 place, for example, or vice versa?
597
598
P 599 Well, 1 think that the awareness is um. Professional’s awareness of risk.
600
the awareness of risk both in 
professionals and in the patient
Patient’s awareness of risk.
601 themselves about, you know, so the
602
more information we have the more 
education we can do around risk. More information about risk.
603 More education about risk.
604
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605
1 606 Sure.
P 607 What is risky behaviour? What might What constitutes risk?
608
lead to relapses, all of that, you know, 
is something that can really help Relapse.
609 patients to identify when things are
610
611
getting more difficult and hopefully to 
kind of reduce the impact of a crises. Helping patients to identify signs 
of risk.
612
Helping to reduce the impact of
crises.
613
1 614 So being able to educate the client
615
about their needs will promote their 
recovery?
616
P 617 Um, 1 think it can help them to feel Patient feeling more in control.
618
more in control of something. Um, or, 
you know, just awareness really, bring Patient’s awareness of risk:
619 things up to conscious levels is Consciousness-raising.
620
important and helping them to own
things around risk and their risky
621 behaviour can be helpful. Patient owning risk.
622 Patient owning risky behaviour.
623
624
1 625 Yeah, so it’s quite important for them
626
to own their risky behaviour. What do 
you think the alternative is if they’re
627 not owning it?
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Major Research Project: Appendix E
628
P 629
630
631
632
633
634
I think they can end up in repeating 
patterns of behaviour, being quite 
unaware of what they’re doing, being 
very cut off. I mean, not to say that 
that’s an easy process, being aware 
of it.
Not owning risk can lead to 
repeating patterns of behaviour.
Lack of awareness. Cut off.
Difficult process to become 
aware.
I 635 Of course
P 636
637
638
639
640
641
642 
463
644
645
646
647
648
It can take a long time to get those 
sorts of risky behaviours such as 
cutting and overdosing into a mental 
space in somebody’s mind where they 
can think okay. I’m aware that this is 
going to be a difficult situation, you 
know, so that they’re beginning to 
think about the relapse signs 
themselves. I mean often I think with 
personality disorders it’s a, they can 
engage in risky behaviour when 
they’re cut off.
Long process to be able to think 
about risky behaviours.
Examples of risky behaviours -  
cutting, overdosing.
Need for mental space.
Patient’s awareness of risk.
Helping patients to identify signs 
of risk.
Signs of relapse.
Personality disorders.
Risky behaviours occurring when 
‘cut off.
649 Right
P 650 So, so getting them to think about it, 
having the mental space to think 
about it, um, yeah, that’s part of the
Need for mental space.
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651 therapy really, but it can be a long
652
slow process.
653 Part of therapy.
654 Long slow process.
1 655 And it sounds as though if you’re
656
using a recovery approach it might be.
sometimes, a frustratingly slow
657 process, but one that is at their pace?
658
659
P 660 Yes, yes. 1 really do think you need a Professional’s need for tolerance
661
662
bit of tolerance, for frustration to kind 
of work at it, at the pace they’re going 
to be working at.
of frustration.
Working at the pace of the client.
663
1 664 Okay. Thanks. Is there anything
665
related to either risk or recovery that 
we haven’t covered yet that you think
666 is important?
667
P 668 Um, yes, er, one of the things 1 was
669
thinking about before you came was
about how it’s presented. Um, 1
670 personally feel information, the way
671
672
you present information is very 
important. So the whole way the 
recovery is presented to patients and
How recovery approaches are 
presented.
673
staff is incredibly important. The
meaning behind it, where it came 
from, what it’s about. How recovery approaches are
269
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674
675
676
677
678
679
presented.
The meaning behind recovery 
approaches.
History of recovery approaches.
1 680 Sure.
P 681 
682
683
684
685
You know, so there is an 
understanding. So it is not just 
presented as ‘we’re going to talk 
about recovery now’, and they’re like 
‘whooh, what do you mean?’.
Understanding of recovery 
approaches.
Not presented without the 
understanding.
1 686
687
688
Sure. And do you think that that’s 
happening well enough now, already, 
or do you think that there’s
P 689
690
691
No, 1 think we could probably do more 
of that, 1 don’t know what you think.
Could do more to present the 
meaning and history of recovery 
approaches.
1 692 
693
1 think there is more that could be 
done, yeah, definitely.
P 694
695
696
1 mean it’s certainly something that 
we’re all beginning to think about 
much more.
We are beginning to think about 
recovery approaches.
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1 697 Right
P 698 You know, to think about in much Beginning to think about
699
700
701
more in depth, but 1 think we could do recovery approaches in depth.
with a lot more input in terms of the 
history, how it’s come about, how it 
can be used, who it can be used with, 
you know
Need for better understanding of 
the history and meaning.
Need for better understanding of
702 how to use recovery
703
approaches.
704
1 705 Sure. So some training and
706
information
P 707 Yeah Need for training and
708
information.
1 709 Have you had any training on
710
recovery approaches?
P 711 No 1 haven’t really, 1 missed the No training on recovery
712
713
trainee did a presentation on it... I’ve approaches.
done some reading on it but 1 haven’t 
actually done any training on it. Reading about recovery 
approaches.
714
715
1 716 Sure, okay, which is really important if
717
it’s a totally new approach to more
traditional approaches, it’s really
718 important that clinicians know what it
719
is, and what it isn’t.
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720
721
P 722
723
724
725
726
Yes, 1 think what it isn’t is important 
because 1 think the term recovery can 
be quite misleading.
Need to know what recovery 
approach is not, as well as what 
it is.
Term ‘recovery’ can be 
misleading.
1 727
728
729
Yeah. Is it a term that’s being used 
around the team and around other 
professionals?
P 730
731
732
It’s beginning to be. It’s used quite a 
lot with the STAR team, the Support 
Time and Recovery Team
Term recovery is beginning to be 
used.
Term used by STAR Team.
1 733 Of course it’s in their title
P 734
735
736
Yes, so they’ve had quite a bit of 
training on it. It’s used quite a lot in 
Rethink
STAR team have had training. 
Use of approach in Rethink.
1 737 Yes, 1 had some training there
P 738
739
740
741
742
1 think they’re doing quite a lot with it, 
which is good. Although 1 haven’t 
been, 1 haven’t been on anything. 1 
don’t know what you thought about it?
Use of approach by Rethink.
No training on recovery 
approach.
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1 743 Yeah, they did some very good
744
training that was for professionals.
service users and carers together.
745 which was very good, 1 found it very
746
useful. Thinking about what the
principles of recovery approaches are
747 and a bit of the history as well.
748
749
750
P 751 1 think we within CMHTs (Community Need for training about the
752
753
Mental Health Teams) could do with approach.
that. We haven’t had anything like 
that, so that will need to be rolled out Lack of training.
754
at some point. Need for training.
755
1 756 Sure, and do you think that other
757
areas of the Trust are aware of what 
recovery is or do you think it’s a term
758 that they’re using but they’re not quite
759
sure of the meaning of it?
760
761
P 762 Yeah, I’m not sure how much they are Unsure of Trust use of recovery
763
taking it forward. approaches.
1 764 And are you aware whether there are
765
any kind of national policies or 
guidelines, or whether there is 
anything coming from the government
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766 or maybe the BPS (British
767
Psychological Society) around
recovery?
768
769
770
P 771 Well probably the government are Government promoting recovery
772
773
promoting it quite strongly. Um, 1 don’t approaches.
know about the BPS.
Unsure whether BPS are 
promoting recovery approaches.
774
775
1 776 Is there anything else that we haven’t
777
covered that you think is important?
778
P 779 Um, er, 1 suppose 1 just want to
780
emphasise the, er, 1 suppose, the
difficulty it can be sometimes when
781 you’re working in mental health and it Difficulty working in mental
782
can be, 1 know I’ve said this, but it can health.
be frustratingly slow, and 1 think if you
783 get into ‘alright we’re going to use
784
models of recovery’, it can create Frustratingly slow.
something like a sort of, a false sense.
785 of we’re all going to get, 1 don’t know.
786
this is just my mind working, 1 don’t
know whether this is going to happen
787 or not, but 1 think it can be a defence
788
against the reality of how difficult it Recovery approaches creating
can be staying with the chronicity of false sense.
789 some people’s problems. Um, which.
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790 you know, can be very disheartening,
791
can be very frustrating, can be very
difficult
792 Recovery as a defence against
793
the reality of difficulties.
794
Recovery as defence against
chronicity of problems.
795
Chronicity frustrating.
796
Chronicity disheartening.
797
798
1 799 Sure
P 800 And, you know, sometimes these new New approaches.
801
approaches come in and they have a
great, they have great impetus behind
802 them and it’s like we’re all going to do Impetus behind new
803
this and it’s all going to be wonderful. approaches.
and 1 wonder sometimes whether that
804 is just us all defending against actually
805
for some people it is not going to be Positive expectations of new
that, it is going to be, they are going to approaches.
806 be stuck, they’re going to stay. They 
may move a bit but it will be a very Defence against difficulties.
807 little bit and that’s the reality and that’s Some people will not recover.
808 what we’ve got to face. And that’s
what we’ve got to stay with and Defence against chronicity.
809 tolerate that Stuck.
810
Little movement.
811
812
Reality.
813
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814 Need to stay with reality.
815 Need to tolerate reality.
816
1 817 Sure, rather than defend against it.
P 818 Yes, so 1 suppose that’s my slight Anxiety about recovery
819
820
anxiety about it. But 1 think a lot of approach.
things about it are very good.
A lot of good things about
recovery approach.
821
1 822 Yeah, okay, how do you feel about
823
issues of risk and recovery having had 
this conversation? Has it raised any
824 new thoughts?
825
P 826 Yeah, 1 need to go and read a bit Need for more knowledge.
827
more about it (laughs). I’m thinking do
1 actually know enough about it. I’m
828 sorry 1 missed the trainee presentation Do 1 know enough?
829
because 1 think it was very good, so.
she gave me a handout, so yeah, 1
830 would like a bit more kind of training
831
and thought and discussion around it.
832
833 Need for training.
834 Need for discussion.
1 835 Sure, okay, and how did you find the
836
questions? Were there any other 
questions that you would have liked to 
have been asked?
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837
838
P 839 No no, they were very open
1 840
841
842
And is there anything that you would 
like to ask me before we finish?
P 843 No
1 844 
845
No, okay, well thank you very much.
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APPENDIX F
First interview schedule
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Interview Schedule
Thank you for being here today and agreeing to take part in this interview. I 
would like to talk to you about your views and feelings about issues of risk and 
recovery approaches to mental health problems. I will start by asking you to 
read through and answer some simple background questions and then we will 
move on to the main interview. If any of the questions do not seem relevant to 
you please tell me and we can expand or move on as you wish. If there is 
anything you wish to add at any time, please do so. (Hand the background 
information sheet and a pen to the participant to complete).
Thank you for filling that in. If you are ready we can begin the interview. I 
would like to begin by asking you about your knowledge of recovery 
approaches.
1. Can you tell me what the term ‘recovery approaches' means to you?
2. What do you think are the main principles of recovery approaches?
3. Do you think there are any factors that promote or facilitate recovery 
approaches?
4. Do you think there are any factors that could impede recovery 
approaches?
Possible prompts:
o What are the advantages / disadvantages of recovery 
approaches?
o Who might be affected by such approaches?
5. Can you tell me what the term ‘risk’ means to you?
Possible prompt:
o Can you tell me more about risk in the context of mental health 
services?
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6. What are your views on the ways that mental health services approach 
risk?
o What are the advantages / disadvantages of way that services 
approach risk?
o Who might be affected by such approaches?
7, Do you perceive there to be any relationship between risk and recovery 
approaches?
8. Are th e re  any issues re la ted  to  these topics th a t w e  have not covered , but 
th a t you fee l are  im portan t?
9. How do you feel about risk or recovery after taking part in this 
interview?
10. What makes you say that?
11. How did you find the questions?
12. Were they relevant to you or are there other questions that you would 
have liked to have been asked?
13. Is there anything you would like to ask me? 
Thank you very much for taking part in this interview.
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Second Interview Schedule
Thank you for being here today and agreeing to take part in this interview. I 
would like to talk to you about your views and feelings about issues of risk and 
recovery approaches to mental health problems. This interview will focus 
specifically on cultures of blame. I will start by asking you to read through and 
answer some simple background questions and then we will move on to the 
main interview. If any of the questions do not seem relevant to you please tell 
me and we can expand or move on as you wish. If there is anything you wish 
to add at any time, please do so. (Hand the background information sheet and 
a pen to the participant to complete).
Thank you for filling that in. If you are ready we can begin the interview.
7. Some of the literature about recovery approaches in mental health 
services makes reference to a ‘culture of blame’ as being one of the 
things that might inhibit creative risk taking and recovery approaches 
more generally. Can you tell me what ‘culture of blame’ means to you?
Possible prompts:
o How is blame constructed? 
o Where does the blame come from? 
o Who is the blame directed towards?
8. Why might a culture of blame exist in mental health services? 
Possible prompts:
o Where do you think it originated?
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o What might maintain it?
9. What influence do you think such a culture has on those working in 
mental health services?
10.What influence do you think such a culture has on those who use 
mental health services and their carers?
11. Do you think there is a relationship between the culture of blame and 
recovery approaches to mental health, which promote creative risk- 
taking?
12. What would need to change in order for mental health services to move 
away from cultures of blame?
13. Are there any issues related to these topics that we have not covered, 
but that you feel are important?
14. How do you feel about the issues we have discussed after taking part 
in this interview?
14. How did you find the questions?
15. Were they relevant to you or are there other questions that you would 
have liked to have been asked?
16. Is there anything you would like to ask me? 
Thank you very much for taking part in this interview.
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Third Interview Schedule
Thank you for being here today and agreeing to take part in this interview. I would 
like to talk to you about your views and feelings about issues of risk. I will start by 
asking you to read through and answer some simple background questions and then 
we will move on to the main interview. If any of the questions do not seem relevant to 
you please tell me and we can expand or move on as you wish. If there is anything 
you wish to add at any time, please do so.
Thank you for filling that in. If you are ready we can begin the interview.
1. Can you tell me what the term ‘risk’ means to you and how you might define 
risk?
2. How do you work with risk?
o You are talking about this as a strength / limitation of your approach,
am I right? Are there any more strengths / limitations? 
o Further questions if any indication of a link with recovery approaches
is identified, e.g. what is the relationship.
3. Do you use any sources to inform your thinking about risk? For example?
o You are talking about this as a strength / limitation of your approach, 
am I right? Are there any more strengths / limitations?
4. Do you have any views on whether working with risk affects you, either 
personally or professionally? For example?
o What makes you aware of this?
o So you are talking about things that sound quite difficult, am I right?
How do you manage these things? 
o So you are talking about some of the rewards of working with risk. Do 
these influence your practice? 
o What impact do you think this has on the service users or carers that 
you work with?
o What impact do you think this has on the colleagues that you work 
with?
5. Do you have any views on whether working with risk affects your colleagues, 
either personally or professionally? For example?
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6. Are there any issues that w e have not covered, but that you feel are important?
7. How do you feel about risk or recovery after taking part in this interview?
8. What makes you say that?
9. How did you find the questions?
10. Were they relevant to you or are there other questions that you would have 
liked to have been asked?
11. Is there anything you would like to ask me? 
Thank you very much for taking part in this interview.
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Final Interview Scheduie
Thank you for being here today and agreeing to take part in this interview. I 
would like to talk to you about your views and feelings about issues of risk and 
recovery approaches to mental health problems. This interview will focus 
specifically on issues of risk. I will start by asking you to read through and 
answer some simple background questions and then we will move on to the 
main interview. If any of the questions do not seem relevant to you please tell 
me and we can expand or move on as you wish. If there is anything you wish 
to add at any time, please do so.
Thank you for filling that in. If you are ready we can begin the interview.
1. Can you tell me what the term ‘risk’ means to you and how you might 
define risk?
2. How do you work with risk?
a. Possible prompts:
b. What are the advantages / disadvantages of way that you 
approach risk?
c. Who might be affected by such approaches?
3. What do you think the Trust perspective is on risk?
4. Have there been changes in the way that you or services approach 
risk?
5. Do you use any sources to inform your thinking about risk?
a. What are the possible strengths and limitations of your approach 
to risk or the tools that you use when working with risk?
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6. Do you have any views about what might be termed as ‘creative risk- 
taking’?
7. Do you perceive there to be any relationship between risk and recovery 
approaches to mental health?
8. A re th e re  any issues re la ted  to  these  topics th a t w e  have not covered, bu t 
th a t you fee l a re  im po rtan t?
9. How do you feel about risk or recovery after taking part in this 
interview?
10. What makes you say that?
11. How did you find the questions?
12. Were they relevant to you or are there other questions that you would 
have liked to have been asked?
13.1s there anything you would like to ask me? 
Thank you very much for taking part in this interview.
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